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VOLVULUS OF THE CECUM 
Acute and Chronic With Reports of Eight Cases 


BY RICHARD H. 


OLVULUS of the cecum as one of the causes 

of acute intestinal obstruction has been rec- 
ognized for many years. According to Faltin, 
the first ease report was by Rokitansky in 1841, 
but no thorough consideration of the subject ap- 
peared until Zoege Manteuffel in 1898 published 
the first study of the condition. Since then many 
articles have appeared, most of them presenting 
case reports and several giving thorough discus- 
sions of the etiology, symptomatology, and treat- 
ment. In all, several hundred cases have been 
reported, mostly in the foreign literature. In 
the experience of a single surgeon, however, 
cases of volvulus of the cecum must be relatively 
rare. The truth of this assumption is suggested 
by the fact, in the first place, that there appear 
in the records of the Massachusetts General Hos- 
pital (not including the author’s two cases here 
reported) only six cases of volvulus of the 
cecum. Secondly, of these only two were oper- 
ated upon by one surgeon, the other four having 
been treated by four different operators. 

All of these cases and in fact almost all of 
those reported in the literature were of the acute 
type with total obstruction of the bowel and its 
attendant acute symptoms necessitating emer- 
geney surgery. There is, however, a type of sub- 
acute or chronic partial volvulus of the cecum 
which has been discussed by others, notably Ja- 
cobsen and Twyman, and which is illustrated 
by one of the cases to be presented here. It is 
because of this relative rarity of the disorder 
and especially because of the opportunity to pre- 
sent for comparison two cases representing the 
two clinical types that this report is submitted. 


ACUTE VOLVULUS OF THE CECUM 


The diagnosis of volvulus of the cecum is rare- 
ly made before operation or autopsy. As a re- 
sult of this, many cases of partial volvulus pro- 
ducing transient attacks of complete obstruc- 
tion with quick spontaneous relief occur with- 
out recognition. This fact is amply borne out 
by reviewing the reported case histories, many 
of which give evidence of repeated less severe 
attacks over varying periods of time before the 
serious total obstruction which brings the pa- 
tient to operation or the autopsy table. The re- 
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sult of this is an abundant knowledge of the 
acute, severe, emergency cases and relatively lit- 
tle knowledge of the chronic recurring type. 

As a cause of acute intestinal obstruction, vol- 
vulus of the cecum is undoubtedly relatively 
infrequent. The American writers, Pratt and 
Fallis state that volvulus of the cecum makes up 
5 to 6 per cent of all cases of intestinal obstruc- 
tion, but this figure seems unduly high. For 
example: at the Massachusetts General Hospital 
from 1873 to 1930 there were 520 cases of acute 
intestinal obstruction exclusive of those result- 
ing from strangulated external herniae. Of 
these, six were due to volvulus of the cecum. 
This means that out of all cases of obstruction 
not including strangulated herniae 1.15 per cent 
were due to volvulus of the cecum. In marked 
contrast European writers on the subject almost 
uniformly quote much higher percentages. For 
example: Jacobsen out of fifty-three cases of 
acute ileus, exclusive of herniae, finds volvulus 
to be the cause in 36 per cent. And of these 36 
per cent due to volvulus the distribution of cases 
according to the portion of the intestine involved 
was as follows: 

Volvulus of the cecum 42 per cent of all 
cases of volvulus. 


Volvulus of the sigmoid 11 per cent of all 
eases of volvulus. 


Volvulus of small gut 47 per cent of all 
cases of volvulus. 


In other words, according to Jacobsen, volvulus 
of the cecum is the cause of 11.6 per cent of all 
cases of acute intestinal obstruction exclusive 
of strangulated external herniae as opposed to 
1.15 per cent in the Massachusetts General Hos- 
pital series. 

Analyzing the Massachusetts General Hospital 
cases in the same way one finds that of 520 cases 
of acute intestinal obstruction exclusive of 
strangulated external herniae there were fifty- 
three cases of volvulus and of these there were: 

Volvulus of the cecum 6 cases 
11.3 per cent of all cases of volvulus 


Volvulus of the sigmoid 10 cases 
18.8 per cent of all cases of volvulus 


Volvulus of the small gut 36 cases 
67.9 per cent of all cases of volvulus 


Although volvulus of the cecum seems to be 
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tion in Europe it would seem that in this coun- 
try as suggested by the series here presented 
it is an infrequent occurrence and that further- 
more it is the least common form of volvulus. 
In the card index of the records of the Massa- 
chusetts General Hospital which extends as far 
back as 1873, there appear six proved cases of 
acute intestinal obstruction resulting from vol- 
vulus of the cecum. To these a seventh is added 
here, making in all only seven cases during a 
period of fifty-seven years in a large hospital 


clinic. Brief reports of these cases are as fol- 
lows: 
Case 1. E. J. A. Aged forty-eight years, married, 


colored laundress. 

Admitted October 18, 1906. 

Present Illness: Two days before entry the patient 
was seized with generalized colicky pain in the ab- 
domen followed by diarrhea and bloody stools. She 
vomited once. On the day of admission the pain 
became localized in the right lower quadrant and 
opposite the umbilicus where it was quite severe. 

Physical Examination: Temperature 98.6°; pulse 
96. The tongue was moist but coated. The abdo- 
men was distended and tympanitic everywhere. 
Every few minutes a mass became visible in the 
right lower quadrant (4 x 3 inches in diameter). 
This mass was tympanitic on percussion. There 
was visible peristalsis accompanied by severe pain. 

Past History: During the past ten years she had 
had frequent attacks of abdominal pain with con- 
stipation followed by diarrhea and the passage of 
blood and mucus. These attacks occurred at inter- 
vals of one or two months and lasted about two 
days. 

Operation: Ether anesthesia. 

“A left rectus incision was made. A much distend- 
ed purple colored loop of intestine presented. Ex- 
ploration showed this to be the cecum which had 
a very long mesentery. The lower end lay against 
the spleen. The entire cecum was twisted upon 
itself. The cecum and terminal ileum were resected 
and a Mixter tube was inserted in each end of the 
bowel and these brought out through the wound. 
The wound was drained. Condition at the end of 
operation poor.” 

Course: The patient died on the evening of the 
fifth day of what appears from the text of the rec- 
ord to have been peritonitis. 


Case 2. S. B. B. Aged sixty-two years, male, white, 
married “filer”. 

Admitted December, 1908. 

Present Illness: There was no antecedent history 
preceding three days before entry when he began 
with sharp abdominal pain, recurring ever since and 
associated with vomiting. His bowels failed to 
move in spite of several enemata. The pain was 
severe enough to require morphine. 

Physical Examination: The patient lay in bed 
with knees drawn up. His tongue was dry and 
coated, his breath foul. The abdomen was tympan- 
itic everywhere with asymmetrical right-sided me- 
teorism; no mass was felt. Tenderness was evident 
on pressing over the right side of the abdomen. 

Operation: Ether anesthesia, median incision. 

There was a small amount of clear fluid. There 
was a portion of large bowel presenting which was 
distended and reddened, the diameter being about 
three and one-half inches. This was found to be the 
cecum which had undergone a volvulus of two and 


one-half turns. Detorsion of the cecum was done | 


through a right lower quadrant stab wound. A large 
amount of gas and fluid was evacuated. 

Course: There was a good recovery, but the pa. 
tient died on the sixteenth day of pulmonary em- 
bolism. 

Autopsy: A fibroma of the colon was found at the 
point where the volvulus occurred. The cause of 
death was pulmonary embolus. 


CaAsE 3. M. R. Aged forty-eight years, female, white 
housewife. 

Admitted in 1911. 

Past History: (1) In 1907 the patient was oper- 
ated upon for acute intestinal obstruction for which 
an enterostomy was done and a Mixter tube put 
into the sigmoid which was found to be twisted. 
(2) In 1908 an exploratory laparotomy was done 
and a volvulus of the sigmoid found. This was 
corrected and a colostomy done. (3) Three months 
later the colostomy was closed. 

Present Illness: The patient had not had a bowel 
movement for five days before entry. The night 
before entry she had severe abdominal cramps. 
Glycerine and turpentine enemata were given without 
result. Next morning she was seen at the Out-Pa- 
tient Department where she was given a dose of 
magnesium sulphate solution (oz. 14%). Six hours 
later she was brought into the hospital in collapse. 

Physical Examination: There was marked tym- 
panitic distention of the abdomen. Temperature 
97.6°, pulse 88. An enema was given without re- 
sults. 

Operation: Ether anesthesia. 

The cecum was found to be distended and “as 
large as a fire hose.” A cecostomy was done using 
a Mixter tube which was brought out through a lat- 
eral stab wound. 

Course: The patient recovered but continued to 
evacuate her bowels by cecostomy only. Six weeks 
later a second operation was done and the terminal 
ileum was sutured to the sigmoid and the ends of 
the isolated colon between the ileum and the ileo- 
colostomy, were brought out through the abdominal 
wall. The patient recovered and was discharged 
with bowel function restored to the normal channel 
but with two intestinal fistulae from the isolated 
loop of colon. Nothing appears in the record about 
the final outcome of this case. 


Case 4. Male, aged 48 years, white shipper. 

Admitted in 1911. 

Present Illness: There was a history of four days’ 
duration beginning with griping abdominal pains 
which continued. On the evening before entry he 
vomited. There had been frequent hiccoughs. His 
bowels had not moved since the onset of pain. 

Physical Examination: The patient appeared quite 
ill and was suffering from severe pain. The abdo- 
men was greatly distended; peristalsis was audible; 
no masses were felt. 

Operation: Median incision. 

Blood-tinged fluid was found on opening the perit- 
oneum. A large distended cecum “the size of a 
musk melon” was discovered in the epigastric re- 
gion. This was delivered through the wound and 
found to be twisted one-half turn on itself. The 
cecal mesentery was long. The peritoneal coat of 
the cecum was found to be split in several places. 
A cecostomy was performed using a Mixter tube. 
The wound was drained. 

Course: The patient recovered but required a sec- 
ondary operation to close the cecostomy. A note 
dated 1915, four years after operation, states that 
the patient was alive and well and had not had a 
recurrence. 


CaAsE 5. Female, aged seventy-one vears, white. 
Admitted in 1913. 
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Present Illness: The patient had not had a bowel 
movement for seven days preceding entry but 
had experienced severe colicky pain at intervals. She 
vomited all day the day before admission. Enemas 
failed to produce results. : 

Physical Examination: The patient was emaciated. 
The abdomen was tensely distended and tympanitic. 
A large mass was felt in the right side. Visible 
coils of intestine were evident. 

Operation: Local and “Anesthol”. Left rectus in- 
cision. 

A much distended and dilated cecum was found; 
the entire cecum and ascending colon were freely 
movable on a long mesentery. There was a com- 
plete turn upon itself of the ascending colon near 
the hepatic flexure. On the internal surface of the 
cecum was an area of gangrene. This area was in- 
folded, the cecum was untwisted, and a cecostomy 
was done with a Mixter tube. The cecum con- 
tained half a basinful of liquid contents and much 

as. 

, Course: She was discharged on the seventeenth 
day with the cecostomy closed. One year later the 
patient was reported to have died suddenly, appar- 
ently of other causes. 


Case 6. Female, white, unmarried, feeble-minded. 

Present Illness: The patient ate heavily at a party 
the day preceding entry. At night she was nauseated 
and vomited. Next day she became much distended 
and began to have generalized abdominal pain. En- 
emata were given without result. 

Physical Examination: The abdomen was enor- 
mously distended, more so in the right lower quad- 
rant than elsewhere. A large mass was felt in the 
right lower quadrant. 

Operation: The cecum and ascending colon were 
enormously distended, occupying the entire right 
half of the abdomen. It was found to be twisted 
one complete turn at the hepatic flexure and was 
black and gangrenous. There was cloudy malodor- 
ous fluid in the abdomen. The cecum was untwisted 
and then excised. The open ends of the colon and 
ileum were brought out through the wound and a 
tube fastened in each. 

Course: The patient died at the end of twenty-four 
hours. 

Autopsy: Streptococcus and B. Coli were culti- 
vated from the blood. There was a terminal bron- 
chopneumonia. Examination of the cecum and as- 
cending colon showed gangrene and infarction. 


CasE 7. W. B.C., B. M. 1358, October 4-28, 1930. 

A married salesman, aged forty-seven years. 

Present Illness: Two days before entry the illness 
began with colicky pain in the lower abdomen. It 
became quite severe and was accompanied by nausea. 
He slept little that night. The day before entry he 
vomited. The pain continued until admission to the 
hospital. Enemas produced a little gas and some 
fecal result. 

Past History: Twelve years ago he had a strangu- 
lated left inguinal hernia, operated upon, which re- 
curred five months ago. At that time he was op- 
erated on for what he thought was diverticulosis of 
the colon and had the hernia repaired again. At 
this time he is said to have had a cecopexy done. 
Since then he had had four attacks similar to the 
present one which subsided after a few days. He 
has always had some degree of indigestion and 
gas in the intestines. 

Physical Examination: The patient was a fairly 
well-developed and poorly nourished man of middle 
age. On admission he was sick-looking and drowsy. 
His temperature was 98°F., pulse 96. This later 
rose to 110. Respirations were 20. The blood pres- 
sure was 160/100. Abdomen: There were lower 


mid-line and left groin incisions of previous opera- 
tions. The abdomen was immensely distended, 
more on the right than on the left. Peristalsis was 
visible and audible. 

Preoperative Diagnosis: Acute intestinal obstruc- 
tion. 

Postoperative Diagnosis: Acute intestinal obstruc- 
tion and volvulus of the cecum. 

Operation: Spinal anesthesia. 

The abdomen was opened through the previous 
operative scar medial to the left rectus muscle. On 
opening the peritoneum a large very much distended 
portion of the large intestine presented. This was 
found to be cecum which because of an anatomical 
anomaly was not attached to the posterior abdomi- 
nal wall and was fully one foot in length. It was 
tremendously dilated with a diameter of at least 
six inches. It was found to be completely rotated 
with a point of kink in the ascending colon well 
above the ileocecal valve. This volvulus had car- 
ried the terminal ileum around underneath and at 
about twelve inches from the ileocecal valve the 
ileum was adherent. A two inch segment of the 
ileum at this point was very badly damaged and 
dark purplish in color. When the volvulus was re- 
duced the contents of the cecum emptied into the 
ascending colon. A small right rectus incision was 
made and a cecostomy done at this point using a 
large rubber tube. The median incision was then 
closed without doing anything to the damaged 
ileum as it was judged to be viable. 

Postoperative Course: The patient withstood the 
operation well and recovery was uncomplicated. 
During the first 24 hours the drainage from the 
cecostomy tube was 74 ounces; the day following 
it was 36 ounces; from then on it gradually de- 
creased in amount to about 15 ounces in 24 hours. 
He remained in the hospital three weeks, at the end 
of which time his wounds were well healed save for 
a small granulating area in the cecostomy wound. 
His bowels were moving normally. There was no 
fecal drainage from the cecostomy wound. 

Subsequent Course: The patient has been seen 
on an average of twice a year since operation. He 
has not had any attacks of abdominal pain, but 
has rumbling of gas in the abdomen after eating 
certain foods or after eating a large meal. His 
bowels move regularly. He states that in general 
his abdomen feels more comfortable than it ever 
has before. 


DISCUSSION 


Anatomical Considerations: All modern writ- 
ers on the subject have emphasized the fact that 
volvulus of the cecum occurs only in eases where 
there is a congenital lack of fixation of the or- 
gan including, in many eases, the ascending 
colon. A long mesentery is often found, but 
in many cases the cecum itself is almost devoid 
of any attachment. 

Certain statistical studies have been made of 
the occurrence of a long mesentery and unat- 
tached cecum. V. Thun for example found 19 
per cent of cases out of 388 cadavers where the 
cecal mesentery was long enough to allow the 
occurrence of volvulus. Wandel reported the 
same condition in 10 per cent of 600 cadavers. 

The twist in the bowel always occurs at a 
point of fixation below which the bowel is un- 
attached. This is often at the hepatic flexure 
but may be at any level in the ascending colon. 
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Occasionally the terminal ileum is adherent 
posteriorly and serves as a fixed point below 
which the cecum rotates. In one of the Massa- 
chusetts General Hospital cases (Case 2) the 
volvulus oceurred at the point of attachment 
of a tumor, said to be a fibroma of the colon. Be- 
low this the bowel had rotated. In the majority 
of instances where the direction of rotation was 
stated it has been described as clockwise. This 
was true in the author’s case, but no mention 
of the direction of the twist was found in the 
remaining six Massachusetts General Hospital 
cases. One exception to this assertion is a case 
reported by Littlewood in 1899, who found a 
counter-clockwise rotation of the cecum. Fur- 
thermore, Jacobsen says in his series of 20 cases 
the direction of the twist was equally right or 
left, and DuRoux also says that both types of 
rotation are to be found. The degree of rota- 
tion is of importance. It is apparent that a 
complete half-turn (or 180 degrees rotation) 
must take place before complete obstruction can 
result. Many cases, however, manifest a greater 
degree of rotation than this and one often finds 
it described as a ‘‘complete turn’’ or even more, 
as occurred in Case 2 of this’series, where there 
were two and one-half turns. Obviously in such 
extreme degrees of torsion the arterial supply to 
the twisted bowel is usually much diminished or 
often completely shut off, as a result of which 
necrosis and gangrene inevitably follow. It is 
in the latter group of patients that mortality is 
most likely to oecur and, as will be seen, espe- 
cially in ease an excision or resection of the 
cecum has been performed. Table I gives a 
summary of the anatomical data available in the 
present series. 

Inciting Causes: Although the primary cause 
of volvulus of the cecum is the absence of fixa- 


tion of this organ, there are often other causes 
which induce the acute attacks. Overeating is 
generally admitted to be an inciting cause as 
perhaps occurred in Case 6 of this series. Many 
European writers have stressed this point. At 
any rate, distention of the cecum with feces or 
gas may cause it to flop over below some point 
of abnormal fixation, thus starting a volvulus. 
Once the blood supply begins to be shut off, the 
bacterial activity may increase and lead to fur- 
ther distention and increase of obstruction as 
pointed out by Homans. The importance of 
overindulgence in food is said to be enhanced 
when followed by vigorous exercise as pointed 
out by Pratt and Fallis and others. It is con- 
ceivable that with the cecum overdistended a 
sudden exertion or twist of the body might in- 
duce a volvulus. Ohman believed that volvulus 
of the cecum occurs more frequently among 
people who subsist on a coarse diet with a high 
roughage content such as is consumed by some 
of the European peasant classes. DuRoux was 
of the same opinion and states that this form of 
volvulus is very common in Russia, Finland, 
Poland, and Scandinavia where a coarse vege- 
table dietary is widely used. 


Another occasional inciting cause appears to 
be the vigorous peristalsis which results from 
the use of certain drastic purgatives as Corner 
and Sargent emphasize. Further inciting causes 
mentioned by Jacobsen are the pressure of an 
enlarging pregnant or parturient uterus, violent 
coughing, diarrhea from any cause, and inear- 
ceration of a dilated cecum in a hernia, espe- 
cially the umbilical type. 

Diagnosis: A diagnosis of acute volvulus of 
the cecum has rarely been made before opera- 
tion. The clinical manifestations are those of 
intestinal obstruction without any further char- 


TABLE I 
Case No. 1 2 3 4 5 6 7 
Location Upper Epigas- Entire Mid- 
of cecum abdomen tric right abdomen 
to region side of 
L. U. Q. abdomen 
Size Much Diameter Size of Large as Much Enor- 6x12 in. 
of cecum distended 314 in. fire hose musk distended mously 
melon and distended 
dilated 
Long mesentery ae = ? + ++ + + 
with cecum 
not fixed 
Degree ? 2% ? 180° 360° 360° 360° 
of twist turns 
Direction ? “4 ? Clock- 
of twist wise 
to blood supply 
Definite 0 : ? Small 0 
gangrene area 
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acteristic signs except, perhaps, localized ab- 
dominal distention in the right half of the ab- 
domen or the presence of a large tympanitic 
mass in this region which might suggest a dis- 
tended cecum. 

Treatment: Immediate operation is obvious- 
ly indicated in these cases. Temporizing with 
enemata and symptomatic treatment are now 
inexcusable relics of the past. Although the 
need for operation is always urgent, if one finds 
an elevation of the white count indicating, as 
it does in all cases of strangulation of the bowel, 


evitably results from the cecostomy and which 
tends to prevent a recurrence of the volvulus. 
The mortality of this operation is low, 17 per 
cent in Jacobsen’s series as compared with 50 
per cent for the operation of resection. No 
doubt by earlier diagnosis and early operation 
this could be materially reduced. It has been 
found by many surgeons who have reported on 
their end results that no further cecopexy is 
necessary. A summary of the types of opera- 
tion performed and the results obtained in this 
series is given in the following table: 


TABLE II 

Case No. ; 1 2 3 4 5 6 r 
Excision—ends of 
bowel brought out 
Detorsion and 
cecostomy + + + a 
Cecostomy alone 
Died in hospital 
Cause of death Perit- Pulmonary Streptococcus 

onitis embolus Septicemia 

Bronchopneumonia 
Recurred 0 0 0 
in 4 yrs. in year 3 yrs. 
she lived 


damage to its blood supply, the necessity for im- 
mediate operation is manifest in order to pre- 
vent inevitable development of gangrene of the 
bowel. 

The choice of operative procedure, of course, 
depends upon the extent of damage to the cecum 
and the experience and skill of the operator. 
Extirpation of the ceeum for gangrene has been 
followed by a high mortality. Of the seven 
cases presented above, two were subjected to ex- 
cision leaving the cut ends of the bowel in the 
wound, and both died. Jacobsen states that the 
mortality of resection in these cases is 50 per 
cent or more. There is no doubt that the rela- 
tive number of cases demanding excision because 
of severe damage to the blood supply and re- 
sulting gangrene is small. In general the sim- 
plest procedure which will relieve the obstruc- 
tion, reduce the tension in the damaged cecum, 
release the compression of the blood supply, 
and if possible tend to prevent a recurrence of 
the condition should obviously be chosen. These 
indications are best met by the operation of de- 
torsion of the cecum followed by a cecostomy. 
After having determined the direction of rota- 
tion, it is simple enough to untwist the bowel, 
thus releasing the compressed mesenteric ves- 
sels and partially emptying the cecum into the 
remainder of the colon. If one then performs 
a cecostomy, the contents of the damaged bowel 
can be thoroughly evacuated and the recurrence 
of distention prevented while it is healing. What 
is very important also is the fixation of the ce- 
eum to the anterior abdominal wall, which in- 


Both cases where the cecum was excised died 
(operative mortality of 100 per cent). One of 
the four cases where detorsion and cecostomy 
were performed ended fatally (a mortality of 
25 per cent). Satisfactory follow-up reports 
are available in four of the seven cases and in 
all of these there was no recurrence. The last 
remaining patient of the group (Case 7) reports 
that he is in better health than ever before. So 
far as immediate recovery and subsequent course 
are concerned, the best results, therefore, re- 
sulted from detorsion and cecostomy, which has 
been the experience of all who have reported 
on this condition. 


CHRONIC RECURRING VOLVULUS OF THE CECUM 
WITH SUBACUTE OBSTRUCTION 


Undoubtedly many patients with a cecum mo- 
bile suffer from recurring transitory attacks of 
partial volvulus producing pain in the side and 
perhaps accompanied by vomiting. Spontaneous 
correction of the volvulus quickly terminates the 
attack. That this is true is suggested by the 
history given by many patients of acute attacks 
over a period of many years preceding a severe 
acute volvulus with persistent obstruction re- 
quiring emergency operation. Corner and Sar- 
gent conclude from a study of fifty-seven cases 
from the literature that there are acute, sub- 
acute, and chronic types of volvulus of the ce- 
eum. That recurring chronic or subacute vol- 
vulus may occur is demonstrated by the follow- 
ing case report: ; 

E. W., student nurse, No. 303726, aged nineteen. 


Chief Complaint: Intermittent right lower quad- 
rant pain with nausea. 
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Present Illness: Three months previously the pa- 
tient was operated upon by Dr. Arthur W. Allen 
for acute appendicitis. At that time it was noticed 
that she had a long mobile unattached cecum. In 
the presence of an inflamed appendix it was not 
plicated and a simple appendectomy was done. Her 
recovery was complicated by an unusual amount 
of gaseous distention during the first few days. 
Soon after she began to get about, she had attacks 
of cramp-like pain in the right lower quadrant 
which at first were not very frequent and for 
several weeks occurred only while she was in the 
upright posture, never while lying down. She re- 
turned to duty after a month of rest at home, but 
continued to have the attacks of pain and nausea 
even after attempts to control her constipation with 
diet and laxatives. (Her bowels had been consti- 
pated since operation.) The pain became more 
severe and finally the attacks began to occur even 
at night while in bed. Defecation failed to relieve 
them. They lasted usually a few hours and in the 
interval she remained free from pain. 

Physical Examination: Nothing abnormal could be 
determined by palpation and inspection of the ab- 
domen. The appendix scar was well healed, flex- 
ible, and non-tender. 

X-ray: A barium enema was reported as follows: 
“Barium passed without difficulty to the cecum. The 
colon was rather low in position. On the inner bor- 
der of the cecum just above the entrance of the 
ileum there was a rather deep indentation. On defe- 
cation the lower part of the cecum emptied normal- 
ly. The changes are slight; but are somewhat sug- 
gestive of an adhesive band across the inner por- 
tion of the cecum.” 

The case was discussed with Dr. Allen who, be- 
cause he was about to start on a journey, requested 
the author to do the second operation. 


Operation: Preoperative Diagnosis: Partial ob- 
struction of the cecum from ad- 
hesive band. 

Postoperative Diagnosis: Intermittent 
volvulus of the cecum, cecum mo- 
bile, congenital anomaly of the 
ileum. 

The abdomen was opened through a right para- 
median incision close to the previous scar. Several 
filmy adhesions of the omentum to the old scar 
were found. The cecum was found to be freely 
movable, without attachment to the posterior ab- 
dominal wall. There were no adhesions to the 
point where the appendix had been removed. The 
cecum was found to be rotated one half turn to the 
left in a clockwise direction and the terminal ileum 
appeared to be coming off of the right side instead 
of the left. The last six inches of terminal ileum 
was firmly adherent at the point where the cecum 
should be. At about the middle of the ascending 
colon the cecum had flopped over the right colic 
artery which was short and tense enough to produce 
a shelf on the posterior abdominal wall. The ileum 
was freed up and the cecum was plicated and su- 
tured to the denuded area left after freeing up the 
adherent ileum. In doing this the rotation of the 
cecum was corrected and when the abdomen was 
left the ileum lay in its normal relation to the cecum. 
By plication the cecum had been shortened to about 
its normal length. The adhesions of the fleum ap- 
peared to be congenital in origin. 

Course: The convalescence was uneventful except 
for the development of tetany. This was thought 
to be the result of a low vitamin diet for several 
weeks preceding operation, and alkalosis resulting 
from hyperventilation of the lungs produced by 
discomfort from the operation (overbreathing). 

Subsequent Course: The patient has been seen at 


frequent intervals since operation and has always, 


been perfectly well. She has not had any recur- 


rence of her former attacks. Her bowels move reg- 
ularly. 

The following is a diagram made shortly after 
operation in an attempt to illustrate the condition 
found: 


FIGURE I. Diagram to illustrate torsion of cecum in Case 
of chronic volvulus of the cecum. 

A—fixed point. 

B—right colic artery. 

C—area of fixation of ileum. 

In this case one sees an example of the infiu- 
ence of fixation of the terminal ileum in the 
right iliac fossa in facilitating volvulus of the 
cecum by acting as a fixed point. The impor- 
tance of this condition is stressed by Corner and 
Sargent in their article on volvulus of the ceeum 
where they state that a shortened fixed mesen- 
tery of the terminal ileum is the commonest 
cause of cecal volvulus in patients with a mobile 
unattached cecum. There was also in this pa- 
tient a fixed point at the termination of the right 
eolic artery which acted as a hinge upon which 
the cecum could turn. Correction of the abnor- 
mality of the ileum and fixation of the cecum 
sufficed to prevent a recurrence of the volvulus 
in this case. 


*SUMMARY AND CONCLUSIONS 


(1) Two types of clinical picture may result 
from volvulus of the cecum. The acute type 
with acute intestinal obstruction is that which 
is best known because of the obvious necessity 
for operation in such eases. The chronic or sub- 
acute recurring type is little known and un- 
doubtedly rarely recognized. Seven cases of 
the former type and one of the latter type are 
reported here. 

(2) There is always a congenital lack of fixa- 
tion of the cecum with a point of attachment 
below which the bowel rotates. The variations 
of the factors and the effects of various precipi- 
tating causes at work have been discussed. 

(3) The diagnosis is rarely made before op- 


*I have been called upon recently to perform a resection of the 
“pre-sacral nerve’ for the relief of severe dysmenorrhea in this 
patient: (E. W. No. 303726). At this operation the cecum was 
found to be of normal size and still well fixed in its proper 
position. 
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eration. In the acute type the clinical picture 
is that of acute intestinal obstruction. The one 
characteristic suggestive sign is right-sided lo- 
calized distention. In the chronic recurring type 
the history may suggest the diagnosis and the 
x-ray may lend aid. 


(4) Treatment in the acute type is immedi- 


ate surgery directed toward relief of the ob- 
struction, correction of the volvulus, and if pos- 
sible prevention of a recurrence. These indica- 
tions are best met by the operation of detorsion 
of the cecum followed by a cecostomy. 


(5) Treatment in the chronic recurring type 


is directed toward correction of deformity and 
prevention of recurrence. This of necessity 
varies depending upon the conditions found, but 
some method of cecal fixation must be employed. 


(6) The results of surgery are good except- 


ing when resection or excision is practiced in 
the acute cases, when the probable mortality is 
in the neighborhood of 50 per cent. 
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SUBPHRENIC ABSCESS* 


BY RICHARD H. OVERHOLT, M.D.,f 


N inflammatory process with accumulation of 
purulent material in the subphrenic space, 
represents one of the serious complications of 
abdominal disease. Several factors operate to 
increase the dangers of an involvement of this 
region of the peritoneal cavity. The primary 
disease which served to act as the source of the 
intra-abdominal infection often complicates the 
picture. “Marked generalized sepsis or extension 
of the process may oceur before a diagnosis is 
made. The close proximity of the liver and 
pleural cavity to the subdiaphragmatic space 
make this location for infection hazardous. The 
pressure changes below the diaphragm and mo- 
tion of the boundaries of this region incidental 
to the mechanics of respiration obviously influ- 
ence the progress and healing of an infectious 
process in this area. The technical problems 
involved in establishing and maintaining drain- 
age of this area also add to the gravity of the 
situation. 


Fortunately, in the average individual surgi- 
eal practice, subphrenie abscess is not often en- 
countered. The less frequent the occurrence of 
any complication, the greater the chances of its 
not being recognized early. With subphrenic 
abscess, however, one should always be conscious 
of its possible development and seriousness. The 
mortality in untreated cases approximates one 
hundred per cent. In treated cases, the death 
rate varies with the promptness of recognition 
and the adequacy of surgical management. A 
review of twenty-five cases treated in the Lahey 
Clinic in the past fourteen years has been made. 
It is the purpose of this paper to emphasize cer- 
tain aspects of the diagnosis and management 
of this complication. 


HISTORICAL 


The clinical signs and symptoms of subphrenic 
abscess as described by Barlow’ of England as 
early as 1845 and later by von Leyden* of Ger- 
many have not been greatly added to by any 
author up to the present day. Barnard’ in 1908, 
very clearly illustrated the subphrenic spaces 
and the pathways of infection of these spaces. 
More recently, Fifield and Love*, Elkin*, Beye’, 
and Ochsner and Graves’ have written extensive 
reviews of the subject. Beye called attention 
to the chest findings which are associated with 
subphrenie abscess. Ochsner and’ Graves in a 
most complete review of the literature found 
3,322 reported cases and included fifty cases of 


*From the Surgical Department, Lahey Clinic, Boston, Mass. 


+Overholt, Richard H.—Surgeon, Lahey Clinic, Boston, and 
in charge of Department of Thoracic Surgery. Donchess, 
Jgseph C.—Fellow in Surgery, Lahey Clinic. For records and 
addresses of authors see “This Week’s Issue,” page 332. 
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their own. Von Volkman® in 1879 performed 
the first operation for subphrenic abscess, 
Trendelenburg® introduced the transpleural ap- 
proach in the surgical drainage of this area. 
Technical problems in operating for subphrenic 
abscess have been presented by many authors. 
Recently Ochsner’® has pointed out certain ad- 
vantages of the retroperitoneal approach to es- 
tablish drainage by a one-stage operation. 


ETIOLOGY AND PATHWAYS OF SPREAD 


Subphrenie abscess is in itself a complication 
of a preéxisting disease process in the abdomen. 
Once an infection has been set up or introduced 
into the peritoneal cavity, its spread and locali- 
zation beneath the diaphragm are determined 
by the peritoneal reflexions and attachments, by 
the position of the patient, and is influenced by 
the pressure changes incident to respiratory 
movements. Infection in the right lower quad- 
rant spreads upwards and travels in a direction 
lateral to the cecum and ascending colon. An 
infection originating in the pelvis usually fol- 
lows the same course but may ascend up to the 
left gutter. When the infection reaches the 
posterior inferior aspect of the liver, it then 
forms a subhepatie collection or, as more com- 
monly happens, spreads upwards over the su- 
perior surface of the liver to form a subphrenic 
abscess. An infection originating in the gall 
bladder, pylorus or duodenum spreads as a rule 
to the right subhepatic area, then may pass either 
over or under the liver to form a collection in 
the posterior or anterior superior space. In- 
fections originating in the perinephric area 
spread by direct extension to the corresponding 
posterior superior space. Lesions of the stom- 
ach may give rise to an infection which spreads 
to the left, either posteriorly or anteriorly de- 
pending upon its relation to the gastrohepatic 
omentum. In two of our cases, an involvement 
of the left inferior anterior subphrenic space 
took place after gastrectomy. The source of 
infection in our eases is indicated in table I. 
Since most intraibdominal infections originate 
in the appendix, in the pelvic organs, gall blad- 
der or in the upper intestinal tract, the fre- 
quency of right-sided subdiaphragmatiec collec- 
tions is far greater (92 per cent in our series) 
than left-sided ones. Ochsner and Graves’ 
graphically represented the frequency of involve- 
ment of the various subphrenic spaces in their 
own and in a large series of collected cases. We 
have added the Lahey Clinic cases to their chart 
and have reproduced it in figure 1. 


The pathways of spread of an infection to a 


subphrenie area were illustrated well many 


VOL. 213 SUBPHRENIC ABSCESS—OVERHOLT AND DONCHESS 295. 
NO. 7 


TABLE JL 
X-ray Evidence of 
SUBPHRENIC ABSCESS 
ow 
48] Infected 5 mos. 
No.Op. + RP. | 2 Died ? Septicemia 
2 |F| SOlappend. Abscess | 2 mos.| 4 mos. | + | -| - + | - | Re. | 2 | Died |2 month | 
S$ |{F] 50] Acute G.B. No Op.| 10 days | + | +] + | + + | - | RP. | 2 | Recov. |1 month 
4 |i | 33} Bullet Wound No Op. RP. | 2 | Recov. 
|u| 52]? Liver Abscess | | 10 days | + | -| + + | 2 |Recov. (24 days 
6 |F | 40] |4 days | 10 days | + | -| - + | RP. | 2 |Recov. month | Pneumonia 
Fe} 13 days Lia. 
58 P. + + + Died | 1 day |Slough, trans. colon (PM) 
4d 13d R.P.] 2 |R 
x ays s + + 
9 | |63 Cholecystectomy [10 days 7 days + + + | + | RLP. | 2 |Recov. weeks | Empyeme 
10 |F |40 ea 7 days | 8days | + + | - | R.P. | 2 |Recov. [2 months 
11 40jAcute G. da. +] + | - | RP. 1 | Recov.|1 month 
‘. Choledochostomy Benign Tumor of Pancreas; 
12 55 Tumor, Pancreas 7 days | 15 days | + | -| + + 2 Died }1 month Biliary Obstruction 
15 £2|Gall-Bladder Qp. 4 nos. Recov. |3 weeks 
14 |u| 30 Enpyema 3$ mos.| ? days -| + -|-]RA. Recov.|3 weeks 
is |u| 43|Perforated Duod.| 4 days | 4 days | + | +| + - | - | 1 | Died Bronchial Fistula. Died 1 yr. 
Vicer fo RUQ later of Bronchopneumonia 
16 |F | 76|rerf. Appendix days 7 days =} * R.P.|1 |Recov. | 3weeks 
Wye} 35 Treuma r deys | 9 days + | = |R.P. | 2 | Recov. |6 weeks 
Fick Axe No Op. 
16|F| 23| Acute [14 days | 4 deys | + - Recov. | 21 days 
Gangrenous Aspir. Bronch ie; Empyema; as 
9 2 ronchopneumon 
19] 69) |* lig days |* | * | * * Died | 4 Abscess; 
admission Puy 
20|F | 27 (Cholecystectomy |11 days |15 days + + + | - | + |R.P. | Recov. |3 montts|/Bronchopneumonia 
21|M 44] ? Liver Abs ? + - |= |R.P. | 1 |Recov. |17 days|Dreining sinus 9 weeks 
22 || 59 |Appendix Ab l0days | 3 days - | + |R.P. | 2 |Recov. |8 weeks 
ci | F| 35 Complete Gastr. |4 days 14 + e | Died | 13 days|Necrosis spleen ani liver; 
Abscess rt. lung (PM) 
<4 |F| 36| Perf. Appendix jl4days | 4 weeks | + - | + [R.P. | 2 |Recov. da.PO 
25 |M | 54 | Choledocha 13 days + IR,A. '1 | Died |14 days|Obstructive Jaundice (PM) 
ejuno> tom: 0. tt 
jejuno=tomy Tu sound 
TOTALS SUMMARY 
Meles 14 Present . . . . |t19/+ 7/+16/+ 2/+ /+14/+1OiRP 18 8 
Fewales 11 Absent 2] 20) 19/- 7/- 8Ra 5 
LA 2 


LOCATION OF SUBPHRENIC ABSCESS 


Wl 
COLLECTED , OCHSNER LAHEY 
SERIES GRAVES CUNIC OF CASES 


PERCENTAGE OF SPACES INVOLVED IN TOTAL SERIES 


RIGHT SUPERIOR LEFT INFERIOR RETROPERITONEAL RIGHT ANTERIOR 
POSTERIOR ANTERIOR SUPERIOR 


ify 
RIGHT INFERIOR 


FIG. 1. Chart showing frequency of involvement of the 
various subphrenic spaces as found in collected cases and 
in the Lahey Clinic cases. Note that in our series an over- 
whelming majority of the collections were found in the right 
superior posterior space. 
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years ago by Barnard*. Drawings which are 
close reproductions of Barnard’s diagrams are 
shown in figures 2, 3 and 4. In figure 2, the vari- 


PATHS OF INFECTION CAUSING 
SUBDIAPHRAGMATIC ABSCESS 


moo. FROM \ 
Infection 


FIG. 2. Diagram (after Barnard) which illustrates site of 
origin of intraibdominal infection and the pathways of spread. 
These points of origin are in the gall bladder, in the duodenum, 
in the pylorus, in the appendiceal region and at times spread 
toward the right from the pelvic area. Note that the upward 
pathway on the right is shorter and more direct than on the 
left. 


ous sources of intraperitoneal infection are given 
and the direction of the spread which the infee- 


tion takes to reach the space beneath the dia- 
phragm are shown. Figure 3 represents a sagit- 


PATHS OF INFECTION CAUSING 
SUBDIAPHRAGMATIC ABSCESS 


DIAPHRAGM 


Path of 
Intection 


FIG. 3. Diagram of sagittal view of right abdomen (just 
lateral to ascending colon) showing pathway of spread up the 
right gutter. Note close proximity of the perinephritic area 
to the posterior subdiaphragmatic space. 
tal view of the right abdomen showing the path 
of travel up the right gutter (lateral to the 
cecum and ascending colon) to both the pos- 
terior and to the anterior space. This drawing 


also illustrates the close proximity of the peri- 
renal tissue to the posterior space. By direct ex- 
tension, the infection has only to break through 
the parietal peritoneum at one point to involve 
the space beneath the diaphragm. The reflec- 
tions of the peritoneum between the liver and 
diaphragm are shown in figure 4. This illus- 


PERITONEAL REFLECTIONS OF LIVER 
DIAPHRAGM Surface of Liver Attached to Diaphragm 


FIG. 4. Diagram of superior surface of the liver showing 
line of reflection of peritoneum to form the diaphragmatic 
attachments of the liver. Note that this surface of the liver 
is divided into four spaces. 


tration represents a view of the superior sur- 
face of the liver. The diaphragm has been re- 
moved. The shaded portion of the superior sur- 
face of the liver indicates the area of attachment 
of the triangular ligaments on each side and the 
faleiform ligament anteriorly. The peritoneal 
reflections divide, therefore, the free spaces be- 
neath the diaphragm into four compartments. 
It can readily be seen that the largest free por- 
tion of subphrenie space is over the right an- 
terior and lateral aspects of the liver. The at- 
tachment of the right triangular ligament is 
broad, and extends posteriorly a considerable 
distance. The division of the two spaces on the 
right side has little practical significance be- 
cause most collections are not limited strictly 
to either space but spread laterally over the free 
liver surface. All such collections are usually 
drained through a lateral incision either trans- 
pleurally or subpleurally. 


That infection gains entrance to the spaces 
beneath the diaphragm most often by direct 
extension along the pathways mentioned cannot 
be questioned. It is maintained by some, how- 
ever, that an infection of these spaces may be 
blood borne or result from a lymphatic spread. 
Such a method of travel is probably rare. Di- 
rect extension downwards from a pleural em- 
pyema may occur but even this is unusual. There 
was one such ease in our series. The reverse is 
a much more common occurrence. <A continua- 
tion of a subphrenie abscess into the chest was 
found in two of our cases. From a practical 
point of view, it can be concluded that ninety 
per cent of all subdiaphragmatie collections in- 
volve the right subphrenic space and_ result 
from a direct spread of infectious material from 
some other region in the peritoneal cavity. Fac- 


tors, other than the peritoneal reflections, also 
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influence the spread of intraperitoneal infec- 
tions. 


INFLUENCE OF RIBS AND DIAPHRAGM 


The part that the pressure changes in the up- 
per abdomen play has not been emphasized in 
proportion to their importance from an etiolog- 
ical standpoint. The thoracic cage covers the 
upper third of the abdominal cavity and _ to- 
gether with the diaphragm fairly well surrounds 
the space we are discussing. The constant mo- 
tion of the boundaries of this space incident to 
the act of breathing obviously creates variations 
in the intraperitoneal pressure of this portion 
of the abdomen. It is the general belief that the 
pressure in the peritoneal cavity is positive. It 
has been conclusively shown by one of us, Over- 
holt"?, and by others’? that the intraperitoneal 
pressure in the upper abdomen is less than at- 
mospherie pressure during quiet respiration. 
Overholt demonstrated in animals that the pres- 
sure in the upper abdomen oscillates in the 
negative phase corresponding to the changes in 
intrapleural pressure. In other words, it was 
shown, that during inspiration the pressure 
beneath the diaphragm was less (a greater neg- 
ative pressure) than during expiration. This 
fact was explained on the following basis: Dur- 
ing inspiration the outward movement of the 
ribs enlarges the space in the upper abdomen 
more than it is decreased by the descent of the 
diaphragm. The alterations that take place in 
the intrapleural and in the intraperitoneal pres- 
sure during the two phases of respiration are 
diagrammatically represented in figure 5. With 


INTRAPLEURAL PRESSURE 
NEGATIVE 


INTRAPERITONEAL PRESSURE 
NEGATIVE UPPER ABDOMEN 


MOVEMENT COSTAL CAGE 
OVER UPPER ABDOMEN 
ENLARGES SUBPHRENIC 
SPACE 


TUBE SHOWING 
SUCTION PRODUCED 
UNDER 
DIAPHRAGM 


INTRAPERITONEAL 
PRESSURE POSITIVE 
HERE 


FIG. 5. Diagram which illustrates pressure changes in pleural 
and in upper abdominal cavities as a result of respiratory 
movements. The costal cage extends well down over the upper 
abdomen and therefore at the time of the outward excursion 
a suction is created in the subphrenic space. To illustrate this, 
a tube is shown draining the subphrenic area. Its distal end 
has been placed under water. During inspiration water is sucked 
up in the tube. 


respiration the outward movement of the 
thoracic cage, which extends over the upper ab- 
domen, increases the negative pressure during 
inspiration. Should a tube be inserted into the 
subdiaphragmatic space, as is shown in this fig- 
ure, and its distal end placed under water, a 
negative pressure during quiet breathing can 
be demonstrated. Water will rise in the tube 
to the 'ughest level during inspiration. In two 
patients convalescing from a subphrenic abscess 
the drainage tube (with the wound itself packed 
with gauze) was placed under water as shown 
in figure 5. During inspiration, fluid was 
sucked up in the tube and during expiration the 
water in the tube dropped. This observation 
demonstrates what may happen to free pus in 
the peritoneal cavity once it reaches the upper 
abdomen. The infectious material is actually 
sucked up to that part of the peritoneal cavity 
where the negative pressure is the greatest. 
The constant sucking effect of rib movements 
and diaphragmatie¢ action is undoubtedly an im- 
portant etiological factor in the formation of 
subphrenic abscess. 

Fortunately, there are forces acting to pre- 
vent the upward spread of infectious material 
in the peritoneal cavity, namely, walling off of 
the process with granulation tissue, and the ef- 
fect of gravity. The half-sitting position of 
the patient so often employed postoperatively, 
is a valuable prophylactic measure. It is de- 
sirable that respiratory movements be kept as 
quiet as possible. Jerky or deep thoracic move- 
ments undoubtedly tend to increase the spread 
of an intraperitoneal infection. 


DIAGNOSIS 


The possibility of a subphrenic abscess con- 
fronts us whenever the general evidences of 
sepsis disturb the postoperative course of an 
abdominal case. After ruling out the common 
complications such as wound infection, pulmo- 
nary difficulties, pyelitis, or peritonitis, an ab- 
scess under the diaphragm must be considered. 
In figure 6 are shown representative temperature 
charts of patients who were proved to have sub- 
phrenic abscesses. All are suggestive of the ac- 
cumulation of purulent material somewhere. 
Symptoms which may suggest such a location 
for an abscess are as follows: 

1. Upper abdominal discomfort, with or 
without pain. 
2. Difficulty in breathing. 


38. Referred pain to the chest, shoulder, or 
neck. 


4. Hiccough. 


Local signs which may or may not be present: 


1. Limitation of respiratory movements. 


2. Edema of the skin overlying the region 
involved. 


3. Tenderness and painful fist percussion. 


4. Downward displacement of the liver. 
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5. Palpable mass below the costal arch if the 
collection is large. 


6. Chest findings: 
a. Elevated and limited motion of the 
diaphragm. 
b. Decreased or absent breath sounds 
in the lower chest. 
c. Physical signs of fluid’in the chest ¥ 
above the diaphragm. 


phrenic lesion. The diaphragm may be high, 
the lung clouded and a fluid level present. Upon 
exploration of the subphrenie area a general. 
ized involvement is found. The clinical course 
and abdominal signs should differentiate a local 
and a general infection within the peritoneal 
cavity. 2. Liver.abscess. Single or multiple 
abscesses within the liver may be confusing. 
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FIG. 6. Reproductions of typical temperature charts in sub- 


phrenic abscess. 
sustained after the original op 


Note that in some cases, the temperature is 


eration. In others the curve 


has returned to normal, then a recurrence of the elevated tem- 
perature occurred and was maintained until the subphrenic 


collection was drained. 


7. X-ray findings: 
a. Elevated and fixed diaphragm. 
b. Varying degrees of haziness of dia- 
phragmatic shadow. 
Costophrenic angle obscured. 
Haziness of the lung field. 
Displacement of the heart away 
from the involved side. 
f. Gas bubble with fluid level under 
the diaphragm. 
8. Diagnostic needle aspiration. 


DIFFERENTIAL DIAGNOSIS 


Other conditions leading to an erroneous di- 
agnosis of subdiaphragmatie abscess may be 
listed as follows: 1. The presence of a general- 
ized peritonitis with apparent localizing signs 
has been, in our experience, one of the most 
difficult situations to separate from a true sub- 


The clinical course is severe. Jaundice may 
be present and a more definitely palpable liver 
edge would be expected. The diaphragm is 
not so markedly elevated and the lung reaction 
is less pronounced. X-rays fail to show a gas 
bubble between the liver and the diaphragm. 
3. Perinephritiec abscess. Edema and tender- 
ness in the costovertebral angle are similar in 
the two conditions, but there is less change in 
the position of the diaphragm and less pleural 
reaction. 4. Thoracic empyema, especially the 
encysted diaphragmatic type, may bé confus- 
ing. The lung base and diaphragm are obscured 
in the x-ray picture. The history and clinical 
course are dissimilar. An absolute differentiation 
can be made by needle aspiration, air injection, 
and x-ray reéxamination. 5. Postoperative uni- 
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lateral lower lobe or massive collapse. The 
diaphragmatic shadow in the x-ray is elevated in 
both conditions and the lung base obscured. In 
lower lobe collapse, the heart is drawn toward 
the affected side while with a subphrenie col- 
lection it is displaced away from the side of the 
lesion. A fluid level below the diaphragm may 
outline the diaphragm and establish the diagno- 
sis. Muller, Overholt, and Pendergrass** found 
a high diaphragm with some cloudiness of the 
lung base in the majority of patients after ab- 
dominal operations. Normally all postopera- 
tive patients who have had the abdomen opened 
within ten days show: 1. Elevation of the 
diaphragm, 2. Fixation of diaphragm, 3. Vary- 
ing degrees of atelectasis of the lower lobes, 
4. Air accumulations beneath the diaphragm. 
Since these x-ray appearances are the usual and 
normal postoperative findings in all cases which 
have had a laparotomy, the problem of the dif- 
ferential diagnosis of subdiaphragmatic collec- 
tions becomes more complicated. In figure 7 is 


Heart to Right 
Elevated Diaphragm 


BEDSIDE EXPOSURE 


UNILOBAR_ATELEC 


FIG. 7. Bedside roentgenograms of the chest of a patient 
who had a unilobar atelectasis on the right side which was 
proved two days later by autopsy. Note similarity of the 
appearance in this film and of that seen in the subphrenic 
patient. (Figure 8.) There is an elevated diaphragm, density 
of the lung fields, but the heart is displaced slightly to the 
affected side. 


shown a postoperative bedside roentgenogram 
of a patient who had had a massive unilobar 
atelectasis proved at autopsy. The appearance 
is not unlike that seen in figure 8 which is 
shown to illustrate the so-called typical x-ray 
features of subdiaphragmatic abscess. 


TREATMENT 


The basis of the treatment of subphrenic ab- 
scess is incision and drainage. Obviously, this 
should be provided as soon as possible after the 
diagnosis has been established. Because of the 


location of the abscess, the dangers of delay are 
great. In addition to the effects of prolonged 
sepsis an extension in any direction may con- 
tribute to a fatal outcome. The two-stage trans- 
pleural operation has been the one most uni- 
versally employed. The first stage consists in 
the resection of segments of one or two ribs (8th 
or 9th) in the midaxillary line, under local 
anesthesia. The corresponding intercostal ves- 
sels, nerves, and muscle bundles are removed. 
This is an important step in the technique of the 
first operation. A removal of a segment of the 
intercostal vessels prevents hemorrhage at the 
time of the cauterization later. The removal of 
the intercostal nerve in the drainage area elim- 


FIG. 8. Bedside roentgenogram of the chest of a patient 
who had a subphrenic abscess. Note the elevated diaphragm, 
the obscured costophrenic angle, the haziness of the overlying 
lung and the displacement of the heart away from the side 
of the involvement. Note also that the fluid level below the 
diaphragm is not apparent. 


inates much of the pain. The parietal pleura 
is then anchored to the diaphragm with inter- 
rupted sutures around the circumference of the 
base of the wound. Gauze packing is then in- 
serted and the wound is loosely closed over the 
gauze. The second stage is carried out twenty- 
four to forty-eight hours later, which gives suf- 
ficient time for the drainage tract to be sealed. 
The wound is then re-opened, the gauze pack 
removed and the adherent pleura and diaphragm 
opened with the cautery. An incision sufficient- 
ly large to admit the examining finger is made. 
The ramifications of the abscess cavity are ex- 
plored and its trabeculations are broken down. 
Wide drainage is established and maintained by 
the use of cigarette drains and a tube for irri- 
gation purposes. 

The subphrenic space can in some cases be ap- 
proached safely by an incision below the line 
of the pleural reflection (i.e., the costophrenic 
sinus) and the abscess cavity entered immedi- 
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ately without the necessity of a division of the 
operation into stages. This route of drainage 
can be established by placing the incision be- 
low the costal border and carefully sliding the 
exploring finger upwards under the ribs, ex- 
traperitoneally, to the abscess cavity. Ochsner 
favors an excision of a portion of the twelfth 
rib and thereby approaches the abscess retro- 
peritoneally. He was able to show a lower mor- 
tality by this method than by any other. The 
operation advocated by Ochsner has two distinct 
advantages. The operation is a one-stage pro- 
cedure and the dangers of a contamination of 
the pleural or peritoneal cavities during the 
process of establishing the drainage tract are les- 
sened. 

In managing the care of these patients after 
operation, it has been our practice not to dis- 
turb the original pack for four or five days. 
When the cigarette drains are removed, a con- 
tinuous drip of half strength Dakin’s solution 
is introduced and constant gentle suction ap- 
plied to the outlet tube. The obliteration of the 
cavity is often prolonged if such suction is not 
employed. 


SUMMARY OF CASES 


In the past fourteen years there are in the 
Lahey Clinic records of twenty-five proved cases 
of subphrenic abscess. A summary of these cases 
is shown in table I. It is interesting to note that 
in the postoperative group the signs of a com- 
plicating peritoneal infection appeared within 
the first four to eleven days. The fact that 
localization with signs sufficient to make a diag- 
nosis of a subphrenie abscess is often prolonged 
even after the appearance of the first complicat- 
ing signs is borne out by study of the average 
length of time required to establish the diag- 
nosis. Undoubtedly the presence of associated 
disease, such as general peritonitis, pneumonia, 
and lung abscess, as occurred in this series of 
cases, was responsible for the long interval be- 
tween the first complicating signs and institu- 
tion of drainage of the subphrenic abscess. This 
interval averaged between seven and fourteen 
days. 

The summary clearly demonstrates the value 
of the x-ray in the diagnosis of this condition. 
The various signs looked for in the x-ray film 
are grouped together in the chart. The dia- 
phragm was found to be elevated in every in- 
stance excepting two when such an examination 
had been made. Haziness of the lung field was 
second in frequency and was present in sixteen 
cases. We were surprised to find the shadow 
of a gas bubble below the diaphragm in only 
two of the cases in the entire series. There 
was cardiac displacement in three of the cases. 
This finding is dependent, of course, upon the 
extent of the rise of the diaphragm and of the 
associated pleural effusion. It becomes evident 


from a review of the x-ray appearances in these 
cases that a gas bubble with a fluid level should 
not be considered one of the cardinal signs of 
subphrenie abscess. 

In the majority of our eases, a diagnostic tap 
was done. Pus was obtained in fourteen out 
of twenty-one aspirations. There were seven 
cases, or one-third of the total with proved sub- 
phrenic collections, which gave a negative tap. 
It is our feeling, therefore, that this procedure 
is of doubtful value. Obviously, if pus is found, 
the area must be drained. Also, if pus is not 
found, it does not prove its absence and in the 
presence of a clinical and x-ray diagnosis of a 
subphrenic abscess, operation is justified regard- 
less of the tap. We may rightfully ask then 
what may be accomplished by such a procedure? 
This procedure is not without danger, as the 
pleura may be traversed by a contaminated 
needle. In one case in our series empyema com- 
plicated the treatment, due either to the tap or 
to the transpleural drainage. Fortunately this 
case survived. Fluid was demonstrated in the 
pleural cavity by x-ray or was found at the 
time of the first-stage transpleural operation in 
ten of our cases. The presence of fluid in the 
chest probably explains the frequency in the 
x-ray of haze or of an increased density of the 
lung field. In fact, it is quite likely that the 
x-ray appearance of the overlying lung is due 
to pleural fluid accumulation and not to an 
actual edema or inflammatory reaction in the 
parenchyma of the lung itself. Our experience 
in regard to the presence of pleural fluid, there- 
fore, is contrary to that of Ochsner and Graves’. 
We agree with Clute’ and Beye® who found 
that pleural effusion is one of the frequent and 
often is an early sign of the development of a 
subphrenic abscess. 


RESULTS 


Every patient who had a diagnosis of sub- 
phrenic abscess, no matter what other condition 
was present, has been included in this report. 
In reviewing the cases, it was found that eight 
deaths occurred. From an analysis of these 
eases, it was found that none died primarily of 
the subphrenie condition per se. One patient 
entered in a moribund condition and was not 
operated. Of the seven others all died of the 
primary condition which originally gave them 
their subphrenie abscess. In six of the seven 
cases, autopsy established this fact. For in- 
stance, in case twenty-three, a complete gastrec- 
tomy was done and a leak of the gastro-esopha- 
geal suture line occurred. The patient devel- 
oped a left-sided subphrenic abscess, as well as 
a mediastinal infection and died of generalized 
sepsis. It is, therefore, difficult to appraise 


such a series of cases and determine to what ex- 
tent the development of the subphrenic abscesses 
had to do with the deaths. 

There can be little doubt, however, that the 
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presence of a collection of pus in such a loca- 
tion contributed to the high mortality in this 
group. If we are to be self-critical in regard to 
the management of these patients, it might be 
said that the period of time between the onset of 
complicating signs and the institution of drain- 
age was too long. All of the so-called cardinal 
signs of such a collection need not be present to 
warrant exploration of this space. Evidence of 
sepsis following an abdominal operation with- 
out discovery of a cause elsewhere together with 
a unilateral elevation of the diaphragm with 
varying degrees of haziness of the lung field 
above should be enough. Exploration subpleu- 
rally or transpleurally can be done under local 
anesthesia with slight risk. The early and ade- 
quate drainage of a subphrenic abscess will be 
an important contributing factor in securing a 
lower mortality rate in patients with subphrenic 
infections. 
SUMMARY 


1. Subphrenie abscess as a complication of 
abdominal disease has been discussed. 

2. Etiological factors and pathways of 
spread have been considered. 

3. Diagnostic procedures have been com- 
mented on. 


4. The influence of a negative pressure in 
the upper abdomen and of the sucking 
action of costal and diaphragmatic ac- 
tion upon the formation of collections 
in this area has been pointed out. 

5. A brief report of experiences with twen- 
ty-five proved cases has been given. 
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THE USE OF SODIUM EVIPAL AS AN ANESTHETIC FOR 
SHORT SURGICAL PROCEDURES* 


BY WALTER E. GARREY, M.D., f AND ROY B. COHN, M.D.t+ 


HE need for a readily available and less 

cumbersome anesthetic for short surgical pro- 
cedures impelled us to try anesthesia with so- 
dium evipal. It is a barbiturie acid compound 
which has now been in use nearly three years 
as an intravenous anesthetic. It has seemed 
particularly adaptable to work in the out-patient 
dispensary and emergency room where it chief- 
ly displaces gas-oxygen anesthesia. 


EXPERIENCE ELSEWHERE 


The reported clinical experience with this drug 
is large. There are an extensive number of case 
reports in the German literature which have 
been comprehensively summarized in English 
by Killian of Freiburg. These total 15,000 cases 
with one death in a woman very ill with puer- 
peral sepsis. Sebening? of Frankfort has re- 
ported in English his experience with 200 short 
surgical anesthesias with sodium evipal. Jar- 
man and Abel have published three articles cov- 
ering respectively their first hundred, first 
thousand’, and first two thousand‘ eases and the 


*From the Surgical Services of the Massachusetts General 


Hospital. 

+Garrey, Walter E.—Resident, East Surgical Service Section, 
Massachusetts General Hospital. Cohn, Roy B.—House Officer, 
East Surgical Service, Massachusetts General Hospital. For 
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page 332. 


reader is referred to their articles for a scholar- 
ly and comprehensive presentation of the sub- 
ject. They have extended its use in combina- 
tion with other drugs to longer anesthesia. 


DOSAGE AND ADMINISTRATION 


The drug is dispensed in sterile glass am- 
poules containing one gram of the powder. For 
administration this is dissolved in ten ee. of 
sterile distilled water. 

A safe maximum dose may be caleulated on 
weight basis by multiplying the patient’s weight 
in pounds by 0.06 to obtain a safe maximum 
number of cubie centimeters of solution to in- 
ject. Thus an adult weighing one hundred 
and fifty pounds could safely receive a total of 
nine ce. of solution containing .9 Gm. of the 
drug. 

We have preferred to use a fractional method 
of administration injecting three to four ee. 
into the vein at the rate of one ce. each fifteen 
seconds and stopping the administration there 
when the patient was asleep. We have then 
left the needle in the vein so that more might 
be injected if the patient showed any evidence 
of reeovering before the operation was through. 
It is surprising how often the smaller doses of 
22 to .4 Gm. of the drug will induce loss of eon- 
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sciousness for long enough to do the required 
manipulation and the recovery period is thus 
shortened to a few moments. This method pro- 
vides the maximum safety factor in allowing for 
individual susceptibility and for the fact that the 
effective dose is not the same for different in- 
dividuals of the same weight. 

The drug is a respiratory depressant. For 
this reason we have had available at all admin- 
istrations a tank of oxygen with five per cent 
carbon dioxide. We have also had on the anes- 
thesia tray coramine (5 ce.) for intravenous use 
and an ampoule of adrenalin. We have not had 
any occasion to use these. In other clinics tem- 
porary but disturbing cessation of respiration 
has been noted in cases where a preoperative 
opiate has been given. Although opiates or 
scopolamine will lengthen the effect of the drug 
they are not necessary in the type of case most 
suited to evipal anesthesia. It has seemed to us 
dangerous to pyramid two known respiratory 
depressants. 


PERSONAL EXPERIENCE 


One or the other of us has personally admin- 
istered the anesthesia in 120 cases and observed 
all the inductions, the maintenance and the ma- 
jority of recoveries. The following types of 
cases presented themselves: 


1. Out-Patient and Emergency Room Cases 

Incision and drainage of abscesses and 
earbuncles. 

Incision and drainage of felons, paro- 
nychias, septic fingers. 

Extraction of multiple and abscessed teeth. 

Suture of lacerations (children and about 
face). 

Reduction of Colles’, Potts’, nasal and 
greenstick fractures. 


Forearm fractures, dislocated shoulder and 
thumb. 


2. In-Patient Cases 


Drainage of sepsis: 
Peripheral and intraibdominal abscesses. 
Tenosynovitis, ete. 

Neurosurgical : 

Alcohol injection, chiefly of Gasserian 
ganglion. 

Minor gynecological : 

Cauterization of cervix, dilatation and 
curettage. 

Uterosalpingograms. Drainage of Bar- 
tholin’s abscess, ete. 

Minor rectal : 

Drainage of perirectal abscesses. Exci- 
sion of strangulated hemorrhoids. Ex- 
cision of anal fistula. Painful proc- 
toscopy. 


Some of the fractures and rectal cases could 
well have been done with local anesthesia, but it 
led to the patients greater physical and mental 


comfort to be asleep. Sodium evipal anesthesia is 
not adapted to rectal cases requiring dilatation 
of the sphincter. It is adequate, however, for 
removal of external hemorrhoids or simple fis- 
tula. In pelvic cases the abdominal muscles 
may be unrelaxed and a good bimanual exami- 
nation difficult. Many of the emergency room 
cases were children and the use of evipal was a 
very real comfort. The anesthesia was found 
ideal for the eighteen neurosurgical cases and 
the ten dental cases. All the patients have liked 
the anesthesia and many have been very en- 
thusiastie about it, in comparison with previous 
experience with other anesthetic agents. Our 
youngest patient was an eight months infant 
weighing eighteen pounds, given sodium evipal 
for drainage of a septic tendon sheath of the 
finger. He had recently recovered from pneu- 
monia and had not taken avertin well on a pre- 
vious oceasion. One tenth of a gram was in- 
jected into the external jugular vein for induec- 
tion and with a total of 0.14 Gm. the infant slept 
soundly for ten minutes of the operation. Our 
oldest patient was eighty years, and the eight 
patients of age sixty years or above did well. 

(a.) Induction and Maintenance: We have 
noted nothing at variance with other observers. 
Induction has been dramatically quiet. Be- 
tween thirty seconds and two minutes after com- 
mencing injection the patient, often preceded 
only by a single yawn, will be in a deep sleep. 
The pulse remains the same, the blood pressure 
drops from ten to thirty millimeters systolic. 
The respirations have always been regular. 

We have used minimal doses. The out- 
patient cases (adult) have received from .2 Gm. 
upwards and have slept from four to ten min- 
utes on these smaller doses. The length of sleep 
has not been constant but has been not less 
than eight and usually fifteen minutes for the 
maximum dose of about one gram. 


We have observed the common slight muscu- 
lar twitching in about one-third of the cases. 
About one-fifth of the patients have remained 
somewhat rigid and two very husky foreign 
men have had no muscular relaxation even with 
the larger dose. 


(b.) Recovery: This has been rapid in the 
minimal dose cases (.3-.4 Gm.) which are often 
widely awake in from five to ten minutes. Those 
having larger amounts (.8 to 1.0 Gm.) may re- 
main drowsy or mentally foggy for thirty to 
ninety minutes. If allowed up too soon they 
complain of vertigo and behave like intoxicated 
persons. No case has vomited. Several have 
mentioned nausea, but this has not been com- 
mon or unpleasant. Two patients, both husky 
men, were obstreperous during recovery, one 
for five minutes and another for twenty min- 
utes. None of the others were even unusually 
restless. The anesthesia was repeated on one 
of these and he reduplicated his previous ob- 
streperous performance. 
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The out-patient cases have been kept for re- 
covery one or two hours and the rare doubtful 
case sent home in company with a competent 
friend or relative. 


(c.) Untoward Reactions: In two cases we 
observed cyanosis if the jaw was not held for- 
ward and tongue prevented from sagging back. 
This is most important and, as advocated by 
Jarman and Abel, a person other than the ad- 
ministrator should be at the head of the table 
to insure a clear airway. There were no other 
observed circulatory, respiratory, or other com- 
plications. 


The blood pressure was accurately followed 
on fifteen patients and consistently fell from 
twenty to thirty per cent below preoperative 
level. In the remainder of cases the adminis- 
trator kept his finger on the radial pulse which 
did not change perceptibly in quality or rate. 


CONTRAINDICATIONS 


In general we have felt that any anesthetic 
agent on trial should be used for good risk pa- 
tients, so sodium evipal has not been used in 
the case of any very ill or debilitated patient. 
Because its chief potential danger is that of a 
respiratory depressant, we should hesitate to use 
it in anyone already cyanotic or in an asthmatic 
or decompensated ecardiae patient. We have 
followed the conservative course in avoiding its 
use in patients with hypertension or severe liver 


or renal disease. Allergic reaction is possible 
and we have seen urticaria and angioneurotic 
edema after ingestion of evipal by mouth. 


CONCLUSION 


1. Sodium evipal anesthesia seems especially 
adaptable to brief manipulations that would 
otherwise require a general anesthetic. 


2. The chief advantages are the ease of ad- 
ministration, the rapidity of induction and re- 
covery, the freedom from psychic trauma or un- 
pleasant after-effects. 


3. There is considerable variation in indi- 
vidual susceptibility to the drug. For this rea- 
son the fractional method of administration is 
the safest and most satisfactory. 

4. Observations in 120 eases are briefly re- 
corded. 

5. Until more extended experience with the 
drug has been obtained its use should be con- 
fined to the ‘‘good risk’’ patient. 


We are indebted to Dr. H. H. Bradshaw, chief 
of the anesthesia service of the Massachusetts Gen- 
eral Hospital, for guidance and advice. 
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CYCLOPROPANE: A NEW AND VALUABLE GAS ANESTHETIC* 


BY L. F. SISE, M.D.,f P. D. WOODBRIDGE, M.D.,f AND U. H. EVERSOLE, M.D.t 


HE recent introduction of cyclopropane to 
clinical use by Waters of the University of 
Wisconsin has given us a very valuable new 
anesthetic agent of most interesting properties. 


HISTORY 


It had been found that laboratory samples 
of propylene (C3H¢) possessed excellent anes- 
thetic properties without appreciable toxic ac- 
tion, but when larger quantities were manufac- 
tured these were found to have a toxie action 
on the heart. Henderson and Lueas in hunt- 
ing for the source of this toxie action investi- 
gated cyclopropane, an isomer of propylene 
which frequently appears in its preparation. To 
their surprise they found that cyclopropane was 
an excellent and very powerful anesthetic with 
low toxie action®*. Following this report 
Waters, after some further laboratory investi- 
gation, started its clinical use on human be- 


*The Lahey Clinic, Boston, Massachusetts. 
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ings. The gas has been studied from different 
angles by various groups of investigators at the 
University of Wisconsin, and Montreal. 


PHYSICAL PROPERTIES 


Cyclopropane is a hydrocarbon gas with the 
empirical formula C3Hg and is therefore isomeric 
with propylene. Structurally it is a ring com- 
pound. 


Ho 


Its molecular weight is 42.05, and its density 
as compared with air is 1.46. Thus the un- 
diluted gas tends to drop to the floor somewhat 
as does ether vapor, the density of which is 2.6, 
and does not float or so readily diffuse as does 
ethylene, the density of which is 0.975. 

Its fat to water solubility is very high, the 
ratio being given by Henderson and Lueas as 
64.4 to 1 as compared with 13.2 to 1 for ethylene 
and 2.5 to 1 for ether. This characteristic ex- 
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plains the slowness with which complete satura- 
tion and stabilization is obtained. 

It is an inflammable gas, and is explosive when 
mixed with certain proportions of air or oxygen. 
As with other gases the exact limits of explosi- 
bility vary widely under different conditions. 
Thus in breathing bags containing a spark plug 
it eould not be exploded in mixtures below 19 
per cent’, but in a Hempel explosion pipette 
it could be exploded in mixtures down to 214 
per cent'. Buckman and Wardell of the Ohio 
Chemical Company give the explosion limits of 
this gas as determined in the Hempel explosion 
pipette in per cent by volume as follows :* 


Lower Upper 

Limit Limit 
Cyclopropane and air 3.0 8.5 
Cyclopropane and oxygen 2.5 50.0 


The lower limits are about the same as for 
ethylene, but the upper limits are considerably 
less. The important point, however, is that or- 
dinary anesthetic mixtures of cyclopropane (15 
per cent) are well within the explosive limits 
while ordinary anesthetic mixtures of ethylene 
(80 per cent-85 per cent) are outside its explo- 
sive limits. 

Care should of course always be exercised 
when using any inflammable anesthetic agent, 
but in using cyclopropane, where we know that 
the anesthetic mixture is not only inflammable 
but explosive as well, this precaution should be 
particularly searching and insistent. 

The odor is characteristic and not disagree- 
able. The gas is slightly irritating. This irri- 
tation is so slight that in anesthetic dilution it 
is not noticeable. With the higher concentra- 
tions, however, above approximately 50 per cent, 
laryngospasm may be caused. 

The gas liquefies at a lower pressure than 
does any other of our present anesthetic gases. 
The tank pressure is about seventy-five pounds 
as against about 800 pounds for nitrous oxid 
and 1,250 pounds for ethylene. Present product 
is said to be about 9914 per cent pure. 


PHARMACOLOGY 


Absorption of the gas by inhalation is quite 
rapid but saturation and equilibrium are not 
established with such rapidity as with nitrous 
oxid or ethylene. Even when a closed system 
is used the gas disappears from this system 
with considerable rapidity so that it is necessary 
to keep adding gas in order to maintain the 
same concentration in the system®. It seems 
probable that this disappearance of the gas is 
due to its absorption by the lipoids of the body, 
for which it has a high affinity. Waters and 
Schmidt found the concentration with human 
beings for third stage or surgical anesthesia to 
be in the first plane 7.4 per cent (but with very 
wide variation) ; in the second plane 13.1 per 
cent (less variation), and in the third plane 23.3 


per cent. In this third plane the extreme varia- 
tions were slight, being from 21.1 per cent to 
27 per cent®. 

Breathing is very quiet, and there is not the 
initial stage of stimulation seen with nitrous 
oxid, ethylene or ether. This gives the impres- 
sion that respiration is depressed, yet there is 
no decrease in rate or minute volume until be- 
ginning intercostal paralysis. All observers 
agree that breathing ceases well before circu- 
lation. 

Circulation is well maintained until the be- - 
ginning of respiratory depression. At this time 
the blood pressure begins to drop. Cardiac ir- 
regularity does not usually appear until res- 
piration is severely affected and about to cease. 
Seevers and Meek have made a study of this 
with the electrocardiogram in dogs*. They found 
the average concentration of the gas when ir- 
regularities appeared to be almost 50 per cent. 
They found the early irregularities to be nodal 
rhythm or ventricular extrasystole although 
partial or complete auriculoventricular block 
was not uncommon. Later effects consisted of 
ventricular tachyeardia and auricular and ven- 
tricular fibrillation. That high concentrations 
of this gas may have a decidedly toxic action on 
the heart is shown by the death from circula- 
tory failure of two dogs in this series in spite 
of the presence of adequate alveolar oxygen. In- 
flation with pure oxygen failed to effect recov- 
ery. The concentration of the gas was 52 per 
cent in one case and 71 per cent in the other, far 
above the range for third stage anesthesia. 

The metabolic effects of cyclopropane are 
strikingly few. There is a slight rise in the 
blood sugar. The pH and the carbon dioxide 
combining power are affected but very little’. 
There is no effect on liver function‘. 


CLINICAL USE 


This gas is very expensive. The first lot 
which we used cost $1.25 per gallon. The cost 
has since been gradually reduced to about forty 
cents per gallon. As ethylene and nitrous oxid 
cost in the vicinity of two cents per gallon, it 
can be seen that even this reduced price is still 
very high, by comparison. If it attains to pop- 
ular use, however, a further considerable reduc- 
tion in price will probably occur. This high 
cost of the gas precludes the employment of 
any method of use which wastes any of the gas. 
The carbon dioxide absorption technic described 
by one of us in this Journal’ is therefore the only 
present method adapted to its use. However, 
the power of the gas is such that it is unneces- 
sary to waste any gas in a washing out process 
during induction such as is necessary with eth- 
ylene or nitrous oxid in order to get the highest 
possible concentration. These facts make it 
possible to produce and maintain anesthesia 
with amazingly small quantities. In the aver- 
age adult, if the mask is tight fitting and the 
closed system does not leak, it is usually pos- 
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sible to produce third stage anesthesia of an 
hour’s duration with approximately a gallon of 
the gas. In resistant cases two to three gallons 
may be necessary, and if a leak is present, any 
amount may be used. In a number of cases 
less than half a gallon has been sufficient. This 
brings the expense within reasonable limits and 
well under the cost of gas anesthesia with the 
older agents and methods. 

In selecting a gas machine it must be remem- 
bered that this gas is solvent for rubber and 
rubber compounds. As the seats of reducing 
valves are commonly made of a rubber com- 
pound, this prevents the use of these valves 
with cyclopropane until such time as a more re- 
sisting compound is used. The pin type of valve 
is therefore best adapted to the use of this gas. 
As the tank pressure is so much lower than 
with other gases, this type of valve is much 
more satisfactory here than it has been with the 
other gases. 

This solvent action of the gas on rubber is 
not manifest in concentrations sufficiently low 
to be within the anesthetic range. Thus the 
ordinary rubber breathing bag, tubing and flut- 
ter valves may be retained in the gas machine 
without essential damage. 

The procedure at induction is quite different 
from that with other gases, where large quanti- 
ties and high concentrations are commonly used. 
When first using cyclopropane those who are 
accustomed to the other gases are very apt to 
overdose the patient, sometimes with alarming 
results. The high power of the gas must be 
kept constantly in mind as must also the fact 
that there is a distinct lag in its effect, not no- 
ticeably present with the other gases. 

Various methods may be used for induction. 
We have found the following general scheme sat- 
isfactory with minor changes to suit the indi- 
vidual case. A rapid flow of oxygen is started. 


_ When the amount in the breathing bag becomes 


enough to accommodate tidal breathing, the 
mask is placed on the face and the oxygen flow 
is reduced to the estimated basal requirement, 
usually 200 to 300 ee. per minute. Cyclopro- 
pane is now started at 400-700 ec. per minute. 
This flow is maintained until, usually in about 
one to two minutes’ time, there is loss of lid 
reflex. The flow is now either reduced to about 
a third of this amount for perhaps another min- 
ute, or is cut off entirely depending on the depth 
of anesthesia now desired. Thereafter the oxy- 
gen flow is regulated to the basal requirement 
of the patient, and perhaps small amounts of 
gas are admitted as indicated. 

During maintenance we have had considerable 
difficulty in correctly estimating the depth of 
anesthesia. This estimation appears to us more 
difficult with this gas than with any other in- 
halation anesthetic with which we are familiar. 
In general the signs of depth are similar to 
those with ether anesthesia, and are not difficult 


to detect with deepening anesthesia provided 
the deepening is reasonably slow. In the third 
or surgical stage of anesthesia, activity of the 
extra-ocular muscles is maintained in the first 
plane, and ceases as the second plane is ap- 
proached, while intercostal activity is main- 
tained in the second plane and ceases as the 
third plane is approached. If the progress of 
the anesthesia has not been too rapid, the signs 
up to this point are not difficult to recognize; 
but when the desired depth of anesthesia has 
been obtained it is often most difficult to detect 
the occurrence of a lightening from this depth. 
Each of us has on more than one oceasion had 
the embarrassing experience of failing, even 
with most careful scrutiny, to detect any change 
in breathing, in eye signs or other phenomena 
to indicate change in depth, till the patient made 
some obvious sign of lightness like raising the 
knee! 

Experience has of course been a help, for 
most of these occurrences have been in our early 
work. Preliminary medication is also quite im- 
portant as it appears to cloud the signs of anes- 
thesia. These signs are much clearer if little 
or no premedication has been used. 

This undetected lightening of anesthesia may 
be to some extent guarded against by admit- 
ting at not too frequent intervals (five to ten 
minutes) small amounts (about 100 ec.) of the 
gas. While this is in one way a very unsatis- 
factory procedure, inasmuch as it does not clear 
up the signs of anesthesia, yet it is an entirely 
logical procedure, since we know that stabiliza- 
tion is very slow and that for a considerable 
period (over an hour) the gas is being lost 
from the closed system probably to the lipoids 
of the body. The above procedure replaces this 
gas which we know is being lost. 

Those who begin the use of eyclopropane 
should bear constantly in mind its great power 
and its rapidity of action. The effects of the 
higher concentrations are simply astounding and 
are unbelievable to those who think in terms 
of the weaker gases, nitrous oxid and ethylene. 
With these gases our chief warning comes from 
signs of anoxemia. With cyclopropane on the 
other hand drastic overdosage takes place in the 
presence of abundant oxygen. This is a most 
important point to remember. If too high con- 
centrations of the gas are used the patient passes 
from one stage of anesthesia to another with such 
rapidity that the successive stages cannot be 
recognized, and he, therefore, may plunge into 
extreme overdosage with great rapidity and 
abruptly cease breathing. Relaxation is such 
that breathing is easily obstructed. Crowing 
respiration is here common, and the obstruction 
may become extreme so rapidly as to consti- 
tute an acute emergency. Much preliminary 
narcotic medication is inadvisable, since eyclo- 
propane lacks stimulating properties to offset 
the narcotic effect. If much preliminary nar- 
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cotic has been used, undue depression or abrupt 
cessation of breathing may result. The medica- 
tion may be given with a view to preoperative 
apprehension only, since anesthesia is satisfac- 
tory with no premedication whatever. We, there- 
fore, have discontinued the use of a barbiturate 
and use only morphine sulphate grains 1/8 and 
scopolamine hydrobromide grains 1/200 to 
1/150. 

The possibly deleterious action of this gas on 
the heart muscle should be kept in mind. Note 
that in the experimental work of Seevers et al. 
two dogs died of circulatory disturbance in the 
presence of adequate oxygen and in spite of 
artificial respiration. Hence the pulse should 
always be carefully watched, and the advent of 
any irregularity or any considerable change in 
rate in either direction should dictate a prompt 
lightening of the anesthesia. 


RECOVERY 


Recovery of consciousness is rapid, approxi- 
mating that from the other gases, but complete 
desaturation does not take place for several 
hours. The estimation of postoperative results 
may be made most accurately from the very 
careful and painstaking study by Schmidt and 
Waters®, with which our clinical impressions 
are in accord. In this study 2,200 cases under 
cyclopropane were compared with a like num- 
ber under ethylene, nitrous oxid or ether. 
Schmidt and Waters found: 1. There were fewer 
respiratory complications under cyclopropane. 
2. There was more circulatory damage under 
cyclopropane. This statement they qualified, 
feeling that further study is needed. 3. Nausea 
and emesis were less in major surgery but pos- 
sibly more in very short and minor operations. 


USES 


The combination of certain properties in 
cyclopropane make it unique among anesthetic 
agents. Probably no other agent combines in 
itself as does cyclopropane speed both in induc- 
tion and recovery, high oxygen supply during 
anesthesia, and power to produce a considerable 
degree of relaxation, together with a minimum 
of deleterious effects on the various organs and 
functions of the body. The quiet type of breath- 
ing which it produces is also desirable. This 
combination of properties makes it a very val- 
uable anesthetic agent. 

On the other hand its very speed and power 
make it potent for danger unless these proper- 
ties are thoroughly appreciated and allowed for; 
and the cardiae effects in high concentrations 
should always be borne in mind. The explosi- 
bility of anesthetic mixtures of this gas must 
also be remembered and carefully guarded 
against. It should, therefore, not be employed 
where diathermy or x-ray or other high poten- 
tial electrical equipment is to be used. 


Its chief fields of usefulness appear to be as 
follows: 


1. Chest surgery. Here the high oxygen sup- 
ply is a great advantage. These patients al- 
most always have a lowered vital capacity. The 
position during operation and the release of 
negative pressure in the chest often put them 
at a great disadvantage in breathing. The power 
of the anesthetic is of value in overcoming the 
marked reflexes which often arise from stimula- 
tion of the pleura. The quiet breathing is a help 
to the surgeon in his work, and rapid recovery 
of cough reflex is valuable. 


2. Respiratory obstruction. Here the high 
oxygen supply is also of value. Where practical 
we have always used intratracheal anesthesia in 
these cases. The power to relax the jaw and 
larynx makes cyclopropane one of the best agents 
for intubation. 


3. Marked anemias. The advantage of the 
high oxygen supply is here obvious. 

4. Cardiac cases. Here again the high oxy- 
gen supply appears advantageous, especially 
where decompensation is present. Because of 
its deleterious action on the heart muscle, how- 
ever, its value here is subject to qualification. 
This deleterious action, however, has been defi- 
nitely shown only in comparatively high con- 
centrations. In the weaker anesthetic mixtures 
it has not been shown and clinically does not 
appear to be present. If, therefore, the con- 
templated operation demands considerable depth, 
cyclopropane might not be so advantageous as 
some other anesthetic. But in all other cases, 
where marked depth is not necessary, it is our 
clinical impression that the high oxygen sup- 
ply, the quiet breathing, and the comparative 
lack of stimulation to the pulse and blood pres- 
sure more than compensate for the possibility of 
deleterious action. Further experience and 
study are necessary, however, before more defi- 
nite statements can be made. 


5. States of marked debility and shock. The 
advantages and qualifications are very similar 
here to those already discussed for cardiac 
cases. 


6. Short procedures where a moderate 
amount of relaxation is desirable. This would 
include, for example, pelvic examinations, sim- 
ple reduction of fractures (but not in x-ray 
room) and manipulation of joints. 


7. Possibly abdominal operations. Our own 
experience in this field is too limited to hazard 
an opinion. From the experience of some oth- 
ers, however, it would seem probable that those 
surgeons who have been accustomed to oper- 
ating under nitrous oxid or ethylene would 
find the inereased relaxation of cyclopropane 
very gratifying, while those who are used to the 
relaxation of spinal anesthesia would not be so 
enthused. 


Co 
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8. As an adjuvant to other anesthetics. With 
patients who are resistant to ethylene the addi- 
tion of a comparatively small amount of cyclo- 
propane to the mixture will almost always re- 
sult quickly in the attainment of a satisfactory 
plane of anesthesia, and at the same time make 
possible an adequate supply of oxygen. The 
change wrought in these cases is most gratify- 
ing. It should be remembered, however, that if 
more than a small amount of cyclopropane is 
added, a considerable amount of oxygen will 
also have to be added. The proportion which 
the oxygen will then hold to the two inflamma- 
ble gases, ethylene and cyclopropane, will proba- 
bly be such as to place the resulting mixture 
well within the explosive range, whereas an an- 
esthetic mixture of oxygen and ethylene alone 
is usually entirely outside the explosive range. 
But, if the cyclopropane added is only just suf- 
ficient to produce the desired effect the oxygen 
supply may still probably be kept down suffi- 
ciently to keep the mixture outside the explo- 
sive range. 

If, instead of ethylene, nitrous oxid is being 
used, the addition of more than a very small 
amount of cyclopropane even without increased 
oxygen supply will, because of the oxidizing 


power of nitrous oxid, place the mixture with- 
in the explosive limits, just as is the case when 
ether is added to nitrous oxid mixtures. 

Tables 1, 2, and 3 are compiled from a se- 
ries of our cases taken in succession without 
selection. It includes cases of straight cyclo- 
propane anesthesia only, not any cases in which 
other anesthetics were used in combination. 

In these statistics the most noticeable fact is 
the large number of chest operations (124 out of 
184 operations). This appears to us the field 
to which cyclopropane is most suited. 

Of the seven deaths, it does not seem possible 
that cyclopropane was directly responsible in 
any case. It is conceivable that it may have 
been one of the factors involved in eases 4, 5 and 
6. That any other anesthetic would have been 
better in these cases seems doubtful. 

The number of cases showing mucus, cough, 
grunting, spasm and poor respiration does not 
seem remarkable in view of the large number of 
chest cases. The number recorded as showing 
obstruction, and probably those in which depth 
of anesthesia was not correctly gauged, seem 
less than actually occurred. Some cases doubt- 
less were not recorded. The cases of cardiac ir- 
regularity are of interest, but the number does 


TABLE 1 TABLE 3 
OPERATIONS Carbon dioxide absorption (all Cases) 
Thoracoplasty 117) intratracheal 21 
Thoracotomy 2 
Pneumonectomy 9| Poor Induction it 
Lobectomy 1} Poor Maintenance 19 
Extrapleural pack 1] Poor respiration (depressed, irregular, or jerky) 9 
Partial excision pericardium 1} Spasm or stridor 7 
Thyroid operations (includes 4 total thyroidec- Auricular fibrillation 1 
tomies) 33 | Extra systoles 3 
Manipulations 4|Pulsus bigeminus (possibly pulsus alternans)....... 3 
Closure colostomy opening 3] Dropped beats 1 
Breast operations 7| Tachycardia 
Adrenalectomy 3 | Shock 1 
Miscellaneous (1 each) 10 | Cyanosis 2 
—|Grunting (all in thoracoplasties) 12 
184 | Bleeding more than usual 2 
TABLE 2 
DEATHS 
Number of Cases 184 
Deaths 7 ‘ 
Risk of Operation Time of Death Cause 
Operation After of 
(Graded 1-4) Operation Death 
1. Grade 2 Thoracoplasty 10 days Postoperative empyema 
2. Grade 3 Extra pleural pack 13 days Pulmonary hemorrhage 
3. Grade 3 Thoracotomy (carcinoma Immediate Air embolism (confirmed 
of lung) (on table) at autopsy) 
4. Grade 2 Pneumonectomy 4 days Pneumonia in other lung 
5. Grade 4 Thoracoplasty 26 days Pulmonary tuberculosis 
(gradual failure) 
6. Grade 3 Closure colostomy opening 20 days Heart failure (coronary 
(carcinoma rectum) sclerosis) 
7. Grade 4 Adrenalectomy 13 days Intestinal hemorrhage 
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not seem unduly large. This whole group did 
perfectly well otherwise except the case of 
dropped beats. This was case 1 of the deaths. 


SUMMARY 


Cyclopropane is a_ hydrocarbon anesthetic 
gas of great power, giving adequate anesthesia 
with concentrations in the vicinity of fifteen 
per cent. Its power and rapidity of action are 
of potential danger if it is carelessly used. In 
high concentrations it may have a deleterious 
action on the heart. Anesthetic mixtures are 
within the explosive range. The high percent- 
ages of oxygen which can be used with it make 
it of great value in chest surgery, respiratory 
obstruction, and some other conditions. Be- 
cause it apparently combines low toxicity with 
fairly powerful anesthetic action it could con- 
ceivably encroach on the fields of virtually all 
the other commonly used anesthetic agents. 
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THE MANAGEMENT OF ROENTGEN SICKNESS* 


BY GEORGE W. HOLMES, M.D.,f AND FRANCIS T. HUNTER, M.D.t 


ITH the more generalized use of the Roent- 

gen ray in the treatment of neoplastic dis- 
eases, particularly with the development of the 
massive dose technique, the prevention and 
treatment of so-called ‘‘ Roentgen sickness’’ have 
become of increasing importance. In the past 
few-years the subject has received considerable 
attention; many theories have been advanced to 
explain the phenomenon and an equal number 
of methods of treatment have been advocated. 
With the exception of the suggestion made by 
Pfahler, in 1916, that unpleasant odors in the 
treatment room may play a part in causing the 
sickness, none of the various theories have been 
generally accepted. 


At the Massachusetts General Hospital, in the 
last few years, we have gradually developed a 
routine management which we believe has defi- 
nitely decreased the amount of sickness and 
which offers some alleviation of symptoms when 
they do occur. In our study of the problem 
it soon became apparent that there are, roughly, 
three types of sickness seen in patients undergo- 
ing Roentgen treatment. First, there is that 
group of cases which we have termed ‘‘toxic 
sickness’’, which shows marked nausea and 
vomiting following heavy doses of x-ray therapy 
over large masses of tumor tissue and which, 
being extremely sensitive to irradiation, rapidly 
break down and are absorbed during the course 
of treatment. This form of sickness is fairly 
well recognized and is, possibly, a toxemic phe- 
nomenon produced by the extra work thrown 
upon the liver in its effort to detoxify and 

*From the Massachusetts General Hospital, 
achusetts. 


tHolmes, George W.—Roentgenologist, Massachusetts General 
Hospital. Hunter, Francis T.—Assistant Physician, Massachu- 
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Boston, Mass- 


deaminize partially split proteins. The obvious 
method of avoiding the symptoms of nausea and 
vomiting in such cases is to adjust the dosage 
to such a small amount that rapid breakdown 
of tissue does not occur. The second group we 
have classified as ‘‘psychie sickness’’ and this 
phenomenon occurs in patients who have been 
previously made sick by exposure to some form 
of irradiation, or occasionally in high-strung, 
nervous individuals who have been told by well 
meaning friends or nurses that x-ray treatment 
always produces sickness. Nausea or vomiting. 
or both, usually oceur in this group either 
while they are being treated or very shortly 
afterwards; and they belong to the group which 
complain of odors in the treatment room, of 
which Dr. Pfahler has written. The third group 
is by far the most important and may be called 
‘‘true Roentgen sickness’’. The cause of this is 
not known with any certainty, but there is some 
evidence which points to temporary interfer- 
ence of liver function by heavy irradiation. It is 
this group that we particularly wish to discuss. 

It is well known that the severity of the gen- 
eral reaction—that is, the proneness to develop 
anorexia, nausea or vomiting after irradiation— 
depends upon the size of the area and the part 
of the body treated, the amount of irradiation 
given at any one sitting, and the frequency 
with which the dose is repeated. It is also gen- 
erally accepted that treatment over the abdo- 
men or thorax is more likely to produce sick- 
ness than irradiation over other parts of the 
body. There appears to be some relation, too, 
between the severity of the reaction and the 
nearness of the treated area to the liver. If 
one groups the symptoms of Roentgen sickness 
and compares them with the symptoms seen in 


‘certain diseases which are known to impair the 
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function of the liver, there is a striking sim- 
ilarity. For example, in catarrhal jaundice and 
in Roentgen sickness the earliest complaint is 
that of fatigue, then loss of appetite, anorexia, 
and finally, vomiting. That inhibition of func- 
tion oceurs after irradiation is generally ac- 
cepted. This is particularly true of the glandu- 
lar structures of the body, a well-known exam- 
ple being the effect of irradiation on the parotid 
gland. The dose necessary to produce such in- 
hibition of function is not large and hence it 
seems reasonable to assume that irradiation over 
the thorax or abdomen may temporarily inhibit 
liver function. It is also well recognized that an 
increase of carbohydrates in the diet or the use 
of glucose intravenously relieves, to some extent, 
the distressing symptoms often seen in acute 
impairment of liver function due to disease. It 
is largely on this assumption that we have 
adopted our routine of management of x-ray 
sickness. 


(1) The management of ‘‘Toxic Sickness’’. 
The management of this group of cases seems 
obvious. The treatment consists in avoidance 
of large amounts of irradiation at any one time, 
particularly in cases with radiosensitive tumors. 
The initial dose should be quite small and every 
effort should be made to avoid a rapid break- 
down of the tumor mass and the consequent 
rapid absorption of protein material by careful- 
ly regulating the daily dosage. Should very 
rapid absorption occur, on occasion true ana- 
phylactie shock may take place, e.g., pulmonary 
edema, and the usual treatment for anaphylactic 
shoek is indicated. When the symptoms seem 
to be more definitely those of toxemia, such as 
fever, leucocytosis, ete., stimulation of elimina- 
tion, supportive treatment, fluid, rest, and at 
times, intravenous glucose may be used to ad- 
vantage. 


(2) The management of ‘‘ Psychic Sickness’’. 
In this type of sickness prophylaxis is, again, 
more important than treatment. We do not 
believe that this type of sickness occurs except 
in persons who have previously been made sick 
by irradiation. If this assumption is correct, 
this type of sickness could be completely elim- 
inated by careful dosage and proper selection 
of eases. If, however, it does occur and becomes 
unmanageable, it is at times even advisable to 
transfer the patient to another clinic, or to use 
a different form of irradiation such as radium, 
rather than high-voltage x-ray. Clinically, this 
type, as we have noted before, is characterized 
by rapid development of symptoms after or 
during treatment. In these cases the therapy 
should be given in the shortest possible time. 
It is surprising that in this group, as well as in 
true Roentgen sickness, the symptoms do not de- 
pend entirely upon the size of the dose given. 
Doubling the dose may not appreciably increase 


the severity of the nausea or vomiting. In some 
cases of this type we have found it advisable 
to keep the patient under morphine and scopola- 
mine, and to give intravenous glucose by the 
constant drip method, completing the entire 
treatment within forty-eight hours. Recovery’ 
from the sickness does not appear to be pro- 
longed and it may be much easier for the pa- 
tient than to be permitted to have anorexia over 
a longer period of time. As Pfahler has pointed 
out, this group of cases is very susceptible to 
odors which may be present in the treatment 
room. These odors may be minimized by using 
equipment so constructed that the tube and high- 
tension wires are outside the room in which the 
treatment is given. In spite of these precau- 
tions, however, they are not always complete- 
ly eliminated. When such a patient complains, 
it is at times advisable to have him report early 
in the day; for even with the best equipment, 
after some hours of continued use there will 
usually be some odor present. 

(3) The management of ‘‘True Roentgen 
Sickness’’. If it is assumed that ‘‘true Roent- 
gen sickness’’ is related to temporary disturb- 
ance of liver function by irradiation, there are 
certain routine measures which may be taken 
which may either prevent, lessen, or eliminate 
this form of sickness. Those patients who have 
recently undergone a major operation, those who 
have been for any other reason on a restricted 
diet, and those who are already nauseated from 
their disease are almost certain to develop ‘‘true 
Roentgen sickness’’. The condition of these pa- 
tients should be improved as much as possible be- 
fore beginning treatment. It is better to wait, 
after operation, until the patient is again on a 
normal régime, is taking liquids freely, and is 
able to take a reasonable amount of nourishing 
food. It must be borne in mind that, particularly 
in cases which have had abdominal operations, 
nausea and vomiting may be caused by subacute 
intestinal obstruction, and it is obvious that 
under such circumstances irradiation should not 
be begun until the abdominal condition has been 
surgically cared for. 

In all types of sickness, particularly in ‘‘true 
Roentgen sickness’’, where heavy, prolonged 
treatment is planned, the carbohydrate intake 
should be increased. If possible, this should be 
begun two or three days before irradiation 
therapy is started. We have found that if a 
high carbohydrate diet is prescribed and the 
patient is given candy between meals and 
fruit juices sweetened with extra amounts of 
lactose, many patients may go through their 
treatment without any nausea or anorexia. If 
unable to take foods by mouth, at times we 
have given glucose intravenously before and dur- 
ing the treatment. ° The usual amount is 1500 ce. 
of five per cent glucose given twice a day by 


the intravenous drip method. The results with 
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this type of management have not been con- 
stant, but a sufficient number of cases have re- 
sponded well enough to make us feel that it 
is of considerable value. In addition to the 
carbohydrate intake, it is important to keep the 
bowels moving daily, and to insure a good night’s 
sleep, even if the use of sedatives is required. It 
has been our experience that when the cases are 
properly selected, carefully prepared for treat- 
ment, the proper dose prescribed to correspond 
with the patient’s condition and with the size 


and location of the area treated, and a forced 


carbohydrate intake maintained ‘‘true Roent- 
gen sickness’’ rarely develops and we are able 
to carry most cases through their series of treat- 
ments without discomfort. 


CONCLUSIONS 

1. There appear to be three distinct types of 
Roentgen sickness: (a) ‘‘toxie sickness’’; 
(b) ‘‘psyehie sickness’’; and, (e) ‘‘true 
Roentgen sickness’’. 

The prophylaxis and management of these 
three types of treatment have been discussed. 


VORHEES BAG IN THE TREATMENT OF PLACENTA PREVIA* 


BY MEINOLPH V. 


A STATISTICAL study has been made of all 
of the cases of placenta previa treated with 
Vorhees Bag at the Boston Lying-In Hospital 
during the period beginning with January, 1916 
and ending with January, 1934. It was under- 
taken primarily for the purpose of affording 
comparisons between this and other methods 
of treatment for the same condition as carried 
out contemporaneously in the same institution, 
notably Braxton Hicks version alone or in con- 
junction with bagging, and Caesarean section. 

This series includes 120 patients. Of these, 
nineteen had a complete previa, thirty-four par- 
tial and sixty-seven marginal. With few ex- 
ceptions all of these patients were treated in a 
more or less routine manner on admission to the 
hospital. They were prepared for vaginal ex- 
amination and under an anesthetic the finger 
of the examining hand was passed through the 
cervix and the inside of the lower uterine seg- 
ment explored. There are, however, sufficient in- 
cidences of patients having been previously ex- 
amined vaginally without inserting the finger 
through the internal os, or rectally, and the 
presence of a placenta previa overlooked, to 
make it appear obvious that such an examination 
is not only misleading, but dangerous to the 
mother and child. That a serious hemorrhage 
was not precipitated refiects upon either the 
gentleness or inadequacy of the examination, or 
both. One patient early in the series who had 
two such examinations in the Out-Patient De- 
partment was later admitted to the hospital in 
poor condition following a third attack of bleed- 
ing; the last a profuse hemorrhage. 

Only two patients were admitted with vaginal 
packs, yet all but thirteen patients were in good 
condition on admission and in only one was 
there profuse bleeding. Aside from its inade- 


*From the Department of Obstetrics, Harvard Medical School 
and the Boston Lying-In Hospital. 

Read before the Obstetrical Society of Boston, February 27, 
1934. 


+Kappius, Meinolph V.—Assistant in Obstetrics, Harvard Med- 
For record and address of author see ‘‘This Week’s 
page 232. 


ical School. 
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quacy, this would indicate the lack of need for 
such packing, with its probability of contamina- 
tion, if patients are promptly hospitalized and 
then examined after any abnormal bleeding in 
the latter months of pregnancy. 

Although dealing with patients varying in 
duration of pregnancy from five months to term, 
in only five instances is the cervix described as 
being closed, but in spite of this, it evidently 
admitted the examining finger sufficiently for 
diagnostic purposes. In the majority of cases 
the cervix was dilated two fingers or more. suffi- 
cient for the performance of a Braxton Hicks 
version if such method of treatment had been 
elected. 

Bags varying in size from three to six inches 
in diameter were used, the larger sizes predomi- 
nating. It is of interest that in the eighty-eight 
cases so recorded, the bag was inserted extra- 
ovularly fifty-two times, intra-ovularly thirty- 
eight times. There is nothing to indicate that 
the method of insertion influences either the 
blood loss incident to the bagging or thereafter. 
Bleeding is usually well controlled, as indicated 
by the relatively small number of transfusions 
before delivery—a total of six—especially when 
it is recalled that thirteen patients were in only 
fair condition on admission. 

A rather unexpected finding is that the length 
of time until expulsion of the bag was forty- 
eight minutes less when the bag was placed out- 
side of the ovum rather than inside, five hours 
and thirteen minutes as compared with six hours 
and one minute respectively. However, since 
the bag was removed slightly more than twice 
as frequently when the membranes had been pre- 
viously ruptured or the placenta perforated, it 
seems probable that labor was progressing unsat- 
isfactorily or, as happened twice, bleeding was 
inadequately controlled. It is also to be noted, 
in determining a choice of methods, that of the 
seventeen patients who bled after the bag came 
out or was removed, thirteen had had an 


extra-ovular insertion. Incidentally, of the forty 
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stillbirths of all weights, twenty-six occurred 
with an extra-ovular and only fourteen with an 
intra-ovular insertion. 


TYPE OF DELIVERY 


As shown by table 1, there were three sets of 
twins and one patient died intra-partum, mak- 


TABLE 1 
TYPE OF DELIVERY 


Method Type of Previa To- 
Com- Par- Mar- tal 

plete tial ginal 
Normal 0 3 22 25 
Forceps 0 i 11 12 
Breech Extraction 5 6 6 17 
. Braxton Hicks Version 4 4 2 10 
Version and Extraction it 21 26 58 
Total 20 35 67 *122 


*Includes 3 pairs of twins (1 patient died, undelivered). 


ing a total of 122 babies delivered. The pre- 
ponderance of deliveries by version and extrac- 
tion is noteworthy. It encourages three infer- 
ences: (1) that labor was artificially terminated 
because of fear of hemorrhage; (2) that actual 
hemorrhage made delivery desirable or impera- 
tive; (3) that the baby was, or appeared to be, 
in jeopardy. It is difficult to obtain statistical 
evidence regarding the actual degree of dilata- 
tion of the cervix when the bag was expelled, 
but it is recorded sufficiently often in this series 
to leave little doubt but that a large number of 
babies were delivered before the cervix was 
completely dilated, if such terms as, ‘‘almost 
fully’’ or ‘‘full dilatable’’ are assigned their 
proper meaning. This has an important bear- 
ing on the fetal as well as maternal mortality, 
and is a direct criticism of this form of treat- 
ment. 


FETAL MORTALITY 


Since the treatment in placenta previa con- 
sists in termination of the pregnancy irrespec- 
tive of its duration, any study of fetal mor- 
tality, to be of comparative statistical worth, 
must of necessity consider not only the mor- 
tality in gross, but on a defined corrected basis 
as well, which requires also an analysis of results 
in different weight groups. A certain number 
of patients enter the hospital with dead babies. 
Some babies are obviously nonviable or pre- 
sent developmental deformities inconsistent with 
extra-uterine life. It is inaccurate for statisti- 
eal purposes to determine nonviability by arbi- 
trary standards, as occasionally a small baby 
survives. This applies to a 2 lb. 7 oz. baby in 
this series. For practical purposes, however, 
and as a guide to treatment, a baby under 4 lbs. 
deserves little consideration. To overcome the 
above difficulty, the fetal mortality has been 
computed separately for the different weight 


groups and this permits comparison with the 
fetal mortality for a large series of babies de- 
livered by all methods in the same hospital over 
a like period of years. 


TABLE 2 
Mortality 


Weight Type of Previa Total General 
of Cen- Par- Mar- for 

Baby tral tial ginal B. LH. 
Under 3 100% 100% 80% 90% 88% 
3-4 lbs. 100% 100% 71.4% 83.3% 44% 
4-5 lbs —- 66.6% 62.5% 63.5% 5% 
5-6 lbs 66.6% 50% 33.38% 40.0% 3% 
Under 4 1009 100% 75% 83.1% -- 
Over 4 50% 33.8% 241% 43.6% —_— 

Over 5 44.4% 27.8% 14.2% 21.8% 1.2% 
All Babies 64.3% 53.3% 33.9% 52.8% -—- 


The figures as shown in table 2 are entirely on 
a corrected basis, monstrosities and babies in 
whom fetal heart sounds were poor or inaudible 
on admission, having been excluded. 

It is to be noted that up to 4 lbs., 83.1 per 
cent of the babies were lost and this constitutes 
34 per cent of the entire series of babies, hence 
different standards for the comparison would 
appreciably affect the fetal mortality as re- 
ported. 

A comparison of the fetal mortality in ba- 
bies of varying weights with that of simi- 
lar groups for the entire hospital series indi- 
eates a striking discrepancy. Is the high figure 
in the former largely attributable to the type of 
delivery or to the underlying complication of 
pregnancy? There is clinical evidence to con- 
clude that small babies in particular, who have 
been subjected to maternal hemorrhage have a 
high death rate irrespective of the type of de- 
livery. Yet, it seems reasonable that a certain 
number of these smaller babies, and most of the 
larger ones, could be saved by Caesarean section. 

To determine the accuracy of this assump- 
tion, a comparative analysis has been made of 
the fetal mortality in placenta previa when 
treated by Caesarean section,’ in contrast to 
Braxton Hicks version?, and Vorhees Bag. In 
a few cases the last two methods were combined. 


(Table 3.) In arriving at the corrected mor- 
TABLE 3 
COMPARATIVE TOTAL MORTALITY 
Method Caesarean Braxton Vorhees 
of Section Hicks Bag 
Delivery Version 
Total No. Patients 62 71 120 
Total No. Babies 62 13 123 
Total Babies Lost 12 65 65 
Gross Mortality 14.2% 89.8% 52.8% 
Corrected Mortality 3.7% 70.0% 43.6% 


tality the following babies were excluded: (1) 
monstrosities; (2) babies who died weighing 
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less than 4 lbs.; (3) babies in whom the fetal 
heart sounds were missing or of poor quality 
when treatment was instituted. The advantage 
to the baby of Caesarean section is obvious. 


MATERNAL MORBIDITY AND MORTALITY 


Twenty-four and one-tenth per cent of all 
the patients had a febrile convalescence. (Ta- 
ble 4.) This is comparable to figures obtained 


TABLE 4 
MATERNAL MORBIDITY 


No. of No. 
Patients Febrile 


Type % 
of Previa Febrile 
17.0 
28.1 
47.1 


Marginal 

Partial 

Complete 
Total 24.5 


*Does not include 6 patients who died intra-partum. 


in the same institution for Braxton Hicks ver- 
sion and Caesarean section in placenta previa. 
Of the complete previas, however, 47 per cent 
had a temperature of 100.4 or more for at least 
two days following delivery. 

There was a total of eight maternal deaths 
in this series, a mortality rate of 6.6 per cent. 
It is significant that the deaths show no strik- 
ing predilection to parity, type of previa or 
method of delivery. (Table 5.) One patient 


TABLE 5 
MATERNAL MORTALITY 
Method 


of 
Delivery 


No. Para Type 
of 
Previa 


Cause 
of 
Death 


Shock and 
Hemorrhage 


Hemorrhage 


Cemplete Version and 
Extraction 


Version and 
Extraction 


Version and 
Extraction 


Version and 
Extraction 


Braxton Hicks 
Version 


Version and 
Extraction 


Undelivered 


Partial Sepsis 


ie Shock and 
Hemorrhage 
Shock and 
Hemorrhage 
Shock and 
Hemorrhage 
Coronary 
Embolus 


Marginal 


17 Braxton Hicks 


Version Sepsis 


died undelivered. She was admitted in good 
condition and at no time was there undue bleed- 
ing. No autopsy was obtained but the death 
was characteristic of coronary embolism. 

Of the remaining seven, five died of hem- 
orrhage, or shock and hemorrhage, and two of 
sepsis. Three of the former entered the hos- 
pital in relatively poor condition due to loss 
of blood. All five of the patients died within 


five hours of delivery. In four, delivery was ef- 
fected by version and extraction, in the fifth by 
breech extraction. Two patients in this group 
sustained lacerations of the cervix, which re- 
quired suturing; two were examined for tears 
of the cervix and lower uterine segment but 
none found; while no mention is made of the 
other. 

Of the two patients who died from sepsis, one 
had had two vaginal examinations under de- 
cidedly questionable conditions before admis- 
sion to the hospital. The other was a patient 
who was admitted for bleeding of a slight 
amount and on examination a marginal previa 
was felt but no attempt was made to initiate 
labor. Two days later, the patient having slight 
pains without progress, a No. 4 bag was in- 
serted, which was expelled the next morning. 
Evidently no further progress was made as a 
Braxton Hicks version followed by slow extrac- 
tion was done. Considerable foul smelling 
iochia was noted and patient had a chill after 
delivery. The baby weighed 9 lbs. 114 ozs. and 
was stillborn, the fetal heart disappearing a few 
hours before the bag was expelled. The patient 
died on the eighth day following a septie metri- 
tis, septicemia with abscess of the lung and em- 
bolic pneumonia. 

Both of the deaths from sepsis oceurred in pa- 
tients having incomplete previas, whereas, all 
of the deaths in the complete previa group were 
due to shock and hemorrhage. This is com- 
parable with Depken’s® statistics, which, in a 
series of 204 placenta previas, 114 of which 
were delivered with Vorhees Bag, show deaths 
in the central previa group as due to hemor- 
rhage in eight and sepsis in one, whereas, in 
the incomplete previa group eight deaths were 
caused by a sepsis and two by hemorrhage. 


SUMMARY 


In a series of 120 patients with placenta 
previa, eight mothers died, five from shock and 
hemorrhage, two from sepsis and one from coro- 
nary embolism, a maternal mortality of 6.6 per 


cent. Twenty-four and five-tenths per cent of 
the patients had a febrile convalescence. The 
fetal mortality for all babies who had good 
fetal heart sounds on admission (exclusive of 2 
monstrosities) was 52.8 per cent and for all such 
babies over 4 lbs., 43.6 per cent. 


CONCLUSIONS 


The high fetal mortality among viable babies 
indicates that the use of the Vorhees Bag should 
not be the method of choice when dealing with 
a live viable baby. This applies equally to pre- 
mature, immature and full-term babies irrespec- 
tive of the type of previa. 

The 24.5 per cent morbidity, as compared with 
5 per cent for all patients in the hospital, indi- 
cates the much greater susceptibility of patients 


VOL. 213 
NO. 7 


FRACTURE OF THE EPIPHYSIS OF THE FEMUR—FITCHET 


313 


with placenta previa to infection and the two 
deaths from sepsis emphasize its relative im- 
portance in contributing to maternal mortality 
in this condition. 

A comparison between the results following 
the use of the bag and those obtained by Brax- 
ton Hicks version alone or following the bag, 
and Caesarean section, emphasizes suggestions 
for treatment previously outlined by Irving* 
and erystallizes the opinion that instead of allow- 
ing the type of previa encountered on examina- 
tion to determine the method of treatment, all 
cases of placenta previa might better be consid- 
ered as a group, all manifesting varying degrees 
of the same condition and the considerations 
determining treatment be limited to the condi- 
tion of the patient and the baby on admission 
to the hospital, or when treatment can be in- 
stituted. 

On such a basis the babies would fall into two 
groups: (1) fetal heart sounds poor or absent, 
or estimated weight of the baby less than 4 Ibs. 
(for practicable purposes non-viable); (2) a 
living baby, weighing over 4 lbs. 

The mothers can be subdivided into three 
groups (1) these in good condition; (2) those 
in poor condition due to loss of blood; (3) those 
potentially infected. 

Mothers in good condition with a living viable 
baby should be subjected to Caesarean section 
in the interests of the baby; those with a dead 


or non-viable baby can be delivered through 
the pelvis by Braxton Hicks version if the cer- 
vix is two fingers dilated (rather than waiting 
for spontaneous expulsion of the bag and pos- 
sible hemorrhage), then spontaneous delivery. 


Patients in poor condition due to loss of blood 
are preferably delivered by Braxton Hicks ver- 
sion, or bagging and Braxton Hicks version, as 
it entails less shock than Caesarean section, per- 
mits a more effective method of controlling im- 
mediate blood loss and allows for an interval 
during which the patient’s general condition 
can be improved by transfusion and other sup- 
portive treatment. The baby under such cir- 
cumstances is not likely to survive, irrespective 
of the method of delivery. 


This leaves for consideration the potentially 
infected patient who enters the hospital with a 
vaginal pack inserted under questionable con- 
ditions or following vaginal examinations care- 
lessly made. Irrespective of the condition of 
the baby or type of previa the interests of this 
patient are best served by a Caesarean section 
followed by hysterectomy. 
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FRACTURE OF THE EPIPHYSIS OF THE 
LESSER TROCHANTER OF THE FEMUR 


BY SETH M. FITCHET, M.D.* 


RACTURE of the lesser trochanter of the 
femur is a relatively rare condition or else 
rarely noted or reported. 

King’ was able to collect but sixty-one cases 
from the literature. To these sixty-one cases, 
King adds one ease of his own. The end results 
are known in fifty cases. Of these fifty eases. 
four died of other causes. Of the forty-six re- 
maining cases in this series of fracture, all re- 
covered fully irrespective of the varied meth- 
ods of treatment employed. 


REPORT OF A CASE 


History. A boy fourteen years of age was making 
a standing high jump. He is not sure how he 
took off for the jump, but believes he landed first 
on his right foot and with his body hyperextended at 
the hips. As he landed, he felt a sharp pain which 
he localized chiefly on the lateral aspect of his right 
thigh in the lower third. He fell to the floor in 
pain. He was assisted to his feet and was able to 

*Fitchet, Seth M.—Visiting Surgeon, Orthopedic Department, 


Children’s Hospital. For record and address of author see 
“This Week’s Issue,’ page 332. 


walk with assistance, but complaining of pain still 
localized chiefly over the lateral lower third of his 
thigh. 

Physical Examination. He was seen that night 
but examination was not satisfactory because of ex- 
treme apprehension on the part of the boy. Flex- 
ion of the thigh while supine was possible actively 
and passively to about forty-five degrees without 
undue complaint of pain. Beyond that point he 
could not go because of pain referred to the lateral 
aspect of the lower one-third of his thigh. While 
sitting with his legs over the side of the bed, he 
complained of pain in the same region and could not 
flex further. (Ludloff’s sign.) Internal and exter- 
nal rotation were possible but painful. There was 
moderate spasm of quadriceps and adductor group of 
muscles. Abduction was resisted. Tenderness over 
all of the thigh was complained of, but was be- 
lieved to be due to his apprehension since there 
was no localization. There was no swelling or dis- 
coloration. The left side was normal. 

Fracture of the lesser trochanter was not sus- 
pected. No rupture of muscle could be made out. 
“Pulled groin” appeared to be the probable diag- 
nosis, but did not satisfactorily explain the pain 
referred to the lateral aspect of the lower one- 
third of the thigh. 

X-ray examination of the entire femur showed 
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a fracture and displacement of the lesser trochanter, 
typically upward and medially, and no other path- 
ology. 

Precteent, A hip spica plaster cast was applied 
with the hip flexed at about thirty-five degrees, neu- 
tral as to abduction and adduction, and extending 
only to the level of the patella. 

Exercises of the foot and leg and “setting” ex- 
ercises of the muscles of the thigh were instituted 
at once and continued until the plaster spica was 
removed after being on for four weeks. 

As soon as he had regained his balance he 
began to get about on crutches. Crutches were 
used for one week, a cane for an additional week, 
and then he was permitted to resume normal ac- 
tivities. 

The x-rays show the separation of the epiphysis 


and a satisfactory bony union two months after the 
injury. 


The anatomy involved needs no comment ex- 
cept to remember that the powerful iliopsoas 


muscle has its principal insertion into the 
lesser trochanter and at times must exert a very 
powerful pull on this insertion. 

Fracture of this epiphysis most frequently 
occurs between the ages of twelve and seventeen, 
before the epiphysis becomes united by bony 
union with the femur. 

In all the cases except two, or possibly three, 
studied by King, the injury was in males. Usu- 
ally it occurs during sudden hyperextension of 
the trunk on the thighs during some athletic 
activity. Since girls are taking a more active 
part in athletics, it is quite possible that the 
girls will show an increasing incidence of this 
injury as time goes on. 


SUMMARY 


1. A typical case of fracture of the lesser tro- 
chanter of the femur is reported. 


2. The injury is correctly termed an ‘‘athletic 
injury’’ occurring primarily in children be- 
fore the age of bony union of the lesser tro- 
chanter with the femur. 

3. Diagnosis may be confused with ‘‘ pulled 
groin’’ and entirely overlooked because of 
nerve distribution referring the chief com- 
plaint at a distance to the injury. 

4. X-ray shows a characteristic displacement 
in the direction of the pull of the iliopsoas 
muscle, which is, of course, the displacement 
factor. 


5. Because a small part of the combined tendon 
of the iliopsoas inserts into the shaft of the 
femur below the lesser trochanter, this dis- 
placement is limited in extent, since we 
have no evidence that this insertion is pulled 
off when the lesser trochanter is fractured. 


6. The epiphysis will reunite no matter what 
treatment is instituted, or none, even though 
the epiphysis appears widely separated. 

A logical treatment appears to be that of 
treatment of a fracture; immobilization in a 
plaster hip spica, in moderate flexion, neu- 
tral as to abduction and adduction, with the 
leg free to permit active exercises, with the 
usual routine of after-care employed in the 
treatment of fractures. 
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MEDICAL ECONOMICS* 


BY N. B. VAN ETTEN, M.D.t 


é6¢—QUNCH, my dear Copperfield, like time and 

the tide, waits for no man,’’ said Wilkins 
Micawber, whose attitude of expectancy toward 
fortuitous circumstance is typical of large num- 
bers of physicians today. Waiting for some- 
thing to turn up may be characterized as digni- 
fied and masterly inactivity, but it will prove as 
disastrous to medicine as it was to Micawber. I 
fear that some very potent punch must be served 
to the medical profession if it shall ever be 
awakened to an appreciation of its collective re- 
sponsibility. 

Scientifically, medicine is glorious, econom- 
ically it is improvident. Living in an indus- 
trial age it makes little effort to learn from in- 
dustry practical methods for spreading the 
knowledge of its potentialities. Hiding its light 
under obseurant ethics, because of fear of com- 
mercializing individual abilities, it screens from 
publicity much knowledge of great popular 
value. Membership in a profession seems to have 
eaused the physician to forget that everything 
in this country moves to the tempo of indus- 
try. 
We struggle for employment or fall into the 
mass of those who cannot keep up with modern 
rhythm. From birth to death we all live by the 
clock. The physician rates no exception. The 
compelling pulse of progress beats also for him. 
If he fails, he cannot eat, cannot pay his rent, 
his fuel bill, his taxes, cannot insure himself a 
decent interment. 

If modern society rates him successful, he 
must step faster and sleep less than others. He 
cannot be content with being on time, he must 
be ahead of time. For many of us 1934 and 
1935 have been a whirl of desperation. of anx- 
iety, of speculative wonderment. The Doctor of 
Medicine is accused of being socially uneodpera- 
tive and out of step. The Doctor of Philosophy 
is now trying to prescribe. Will the American 
people take his medicine? The bottle is labeled 
Socialism and State Medicine. The directions 
are, take it and like it. Socialism is defined as 
a theory of civil policy that aims at the public 
collective management of all industries. So- 
cialized Medicine would be the public collective 
operation of the practice of medicine. 

State Medicine is the operation of the fune- 
tions or powers collectively of a state or nation 
in the control of the practice of medicine. These 
forms of collectives are claimed by their advo- 

*Read at the Annual Meeting of the New Hampshire Medical 
Society at Manchester, N. H., May 8, 1935. 
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eates to promise sure cures for all of the pres- 
ent economic troubles of the physician. 

The struggle between individualism and ecol- 
lectivism is world-wide. The Soviet steam 
roller has been unsuccessful in ironing out the 
rising tide of capitalism. The Soviet tractor has 
failed to eliminate man power, individual farms 
producing a bushel an acre more than the high- 
ly mechanized State collectives. The German 
State has not profited from the murder and 
exile of German individualists, and I am told 
that the German physician has sunk to new 
lows under their present system of State Med- 
icine, while misery, malingering and misrepre- 
sentation have risen to new heights. Fifty years 
ago students of medicine pilgrimaged from ev- 
ery corner of the earth to the feet of the Ger- 
man masters of science. No one goes now. The 
masters have been ruined by mass medicine and 
finally have been scattered by the lash of pagan- 
ism. 

A distinguished German professor, under the 
date of March 10, 1935, writes, ‘‘I hope that 
the curse of Health Insurance will be spared to 
the profession in the United States. It is the 
beginning of the end of independence and high 
moral standards. It has ruined the profession 
all over Europe.’’ Before the institution of 
Health Insurance the German people averaged 
five and one-half days of annual sickness, a rate 
which has now risen to twenty-five and one-half 
days. This is a false index of morbidity be- 
cause much of it is due to false certification by 
a demoralized medical profession. Contrast this 
with seven days annual sickness in the United 
States. 

The American physician is having plenty of 
trouble, but at the same time is still giving the 
highest quality of service of which he is capable, 
and better service than is given in any other 
country in the world. It cannot be denied that 
American physicians are themselves measurably 
responsible for their difficulties; that those who 
have been making a living have not been prop- 
erly interested in those who have not. It cannot 
be denied that the workers in Organized Medi- 
cine have been retarded in their work by a very 
large number of physicians who are so indiffer- 
ent to their own welfare that they do not take 
the trouble to attend the meetings of their Coun- 
ty Medical Societies, but, while being entirely 
uncooperative, do not hesitate to revile their 
officers for involving American Medicine in an 
economic crisis. 

It cannot be denied that conservative doctors, 
indifferent doctors, lazy doctors, foundation 
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doctors, dissatisfied doctors, unethical doctors, 
socialistic doctors, communistic doctors, doctors 
of Public Health, doctors of Philosophy, are all 
taking a shot at Organized Medicine. 

The conservative doctor resents the sugges- 
tion of any deviation from the traditions of 
medicine; any new plan for the payment of 
the doctor. He has nothing to offer but his 
satisfaction with things as they are. 

The indifferent doctor does not care enough 
about economies to go to his County Society 
meetings and thinks the evolution of laissez 
faire will take care of things and that every- 
thing will go on about as usual, and that there 
is nothing he can do about it anyway. 


The lazy doctor, who is largely responsible 
because he is so socially uncodperative that he 
has taken no interest in the fact that lay or- 
ganizations have taken away from the doctor 
the administration of several fields of medical 
service, notably that of tuberculosis and mental 
hygiene, will wake up long enough to ask why 
his elected representatives have permitted such 
an outrage upon the medical profession. 


Then there is the doctor who is under such 
obligation to philanthropic foundations that he 
no longer speaks the language of the County 
Medical Society. He is so saturated with the 
social theories that are backed by rich laymen 
who employ doctors of Philosophy to do their 
thinking, that he has come to believe that med- 
ical organization is unimportant. He has no 
plan of his own but is willing to impose a copy 
of some of the foreign plans which are now re- 
garded as unsatisfactory in the countries in 
which they are now operating. He is willing 
to impose those systems of the delivery of poor 
medical care upon the American people. He 
says that Organized Medicine is on its last legs 
and is now fighting a losing game with its back 
to the wall. He may be right. The strength of 
wealth accumulated through the devious con- 
trol of useful everyday commodities by capital 
combinations may buy political control of an 
idealistic profession and destroy its value to the 
people and may dull its scientific interest. Some 
of these foundations have promoted valuable sci- 
entific operations, but it is an interesting fact 
that no great discovery has ever been evolved 
from these groups. Always and only the in- 
dividual, by lone concentration of his energies, 
has produced the real discoveries that have 
changed and advanced basic science. 

Then there are the doctors of undefined de- 
sires, who are dissatisfied with the status quo, 
which a colored clergyman defined as, ‘‘the mess 
we is in’’. Vulnerable doctors who try to jus- 
tify themselves by asserting that everybody is 
crooked; all ‘‘merchants of health’’, all fee- 
splitters. They claim that medical ethics are 
mere facades to cover criminality. abortions, 
fraud and deceit. They would reduce every- 
body to their own depths of intellectual dis- 


honesty. While they claim that Socialized Med- 
icine will furnish panaceas for the plight of 
medicine, they merely mean that they see in 
such operations chances for their own parasiti- 
cal existence. 


Organized Medicine on the other hand, is 
trying to furnish constructive plans for the de- 
livery of better medical service to all of the peo- 
ple and protection of the physician from bureau- 
cratic domination. One hundred and fifty dif- 
ferent operations are now proceeding in the 
United States, some of which are thirty-five 
years old. None of them involve either voluntary 
or compulsory insurance, but all of them are at- 
tempting to keep the patient in the hands of his 
personal physician and out of the hands of gov- 
ernment. 


The exigencies of the times demand the full 
cooperation of every licensed practitioner of 
medicine. Medical organizations have been too 
conservative. In order to avoid mistakes all of 
the units of Organized Medicine must work 
together, not only to resist the imposition of 
regimentative schemes upon the medical pro- 
fession, but also to evolve plans which will sat- 
isfy the demands of society without sacrificing 
the dignity inherent in the delivery of service 
of high quality. 

The American physician is entitled to an op- 
portunity to advise and to propose any legisla- 
tion concerned with the health of the American 
people. Change comes to the physician and he 
will welcome it. Social conditions change the 
manners and the conduct of all professions. The 
medical profession asks that its educational 
qualifications be taken into account in the de- 
velopment of new programs for medical service. 
The prospect of legislation for control of the 
delivery of medical service being written by 
lay foundation employees is a dismal one and 
should be vigorously protested. 

The continued activities of some of the foun- 
dations have served a useful purpose if they 
have sufficiently irritated the medical profession 
to stand upon its own feet and repudiate the 
offensive actions of those non-medical dilettan- 
tists, who assume such superior knowledge of 
what is the best medicine for the American peo- 
ple. Private practice has such public conse- 
quence that there is need for Government um- 
piring, but the prospect of Government compe- ~ 
tition is appalling. 

In the light of debasing foreign experience 
with State Medicine and in the light of our own 
experience with political bureaucracy, the phy- 
sician who respects the high calling of his pro- 
fession must meet the threat of an extension 
of State Medicine as a militant fighter for the 
maintenance as well as the elevation of his ideals. 
It will be a backward step into chaos if the De- 
partment of Labor of the United States should 
succeed in imposing upon the medical profes- 
sion codifications such as those which have ere- 
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ated such confusion in industrial and agricul- 
tural production. 

How shall the sick be adequately served? 
How shall the servants of the sick be adequately 
paid? These are the questions which should be 
adequately and unemotionally debated in every 
State and in every County before hurried na- 
tional commitments are made. Quacks, charla- 
tans and cultists have always marched side by 
side with the physician, and occasionally poli- 
ticians, notably Bismarck and Lloyd George, 
have joined the long procession of those who 
have discussed these questions. 

For a long time professional philanthropists 
have theorized and politicized, using physicians 
as unpaid pawns in their schemes of health pro- 
motion. They have promoted large scale insti- 
tutional eare of the sick with more or less suc- 
cess because the physician was always willing 
and anxious to be exploited. The physician, 
always dominated by scientific interest, was more 
concerned with the welfare of the patient than 
with his own comfort or prosperity. He has 
been improvidently generous. 

All of modern medicine has been developed 
within the last fifty years, and the progress 
of the science of medicine has been so absorb- 
ing that the art and application of medicine has 
lagged far behind, and shows few signs of reach- 
ing its proper proportionate position unless or 
until a new type of physician shall have been 
developed. The physician now feels the pres- 
sure of Public Health education, and the reac- 
tion of his own work in preventive medicine 
which has eliminated diseases which formerly 
absorbed much of his effort. The physician has 
cooperated with the Government agencies in the 
attempt to eliminate communicable diseases and 
the absence of destructive epidemics has been 
of great economic value to the Nation. Un- 
predictable catastrophes have always been cared 
for by Health Departments, or by emergency 
organizations supported by generous people and 
by the free services of physicians with the hearty 
concurrence of the whole profession. The qual- 
ity of medical care has been so remarkable that 
students generally concur in the opinion that 
nowhere are the citizens of any country better 
served. 

The United States Public Health Service re- 
ports for the year 1933, the lowest general death 
rate ever recorded for this Nation. The Divi- 
sion of Vital Statistics of the State of New York 
reports for the year 1934 the lowest death rate 
for the State since such figures have been col- 
lected, ‘‘11.1 per 1000 of population’’. Infant 
mortality under one year was 52 deaths per 1000 
live births. This figure has never been lower. 
The maternal mortality rate of 50 deaths per 
10,000 total births was, with the exception of 
the rate for 1916, the lowest ever recorded. The 
searlet fever rate was 1.2 per 1000, the second 


lowest recorded. New minimum rates were set 
for typhoid 0.6; tuberculosis 56.1; pneumonia 
83.9; influenza 6.7 and cerebral hemorrhage 48.6. 
The total number of cases of diseases reported 
was lower by 40,000 than in 1933. 

Such statistics do not support the claim made 
by some advocates of Social Security programs 
that large numbers of the American people re- 
ceive no medical care. The fact that all mor- 
bidity and mortality statistics show general de- 
cline, except those relating to senescence and 
casualty, materially changes the health picture 
of the Nation, and confronts the physician with 
radically different medical and social problems 
to which he will be compelled to adjust himself 
individually and collectively. 

The distribution of medical care, while ad- 
mittedly faulty, is steadily improving. In New 
York State a few years ago, there was attempted 
a campaign for remedying the rural situation 
by planting physicians in small towns where 
there were no physicians. The few physicians 
so placed could not exist in those small places 
because the rural people drove right past their 
doors to the larger towns where they thought 
that they could find better medical facilities. 
In short, good roads largely solved the rural 
medical deficiencies in the State of New York. 

In spite of the fact that very few physicians 
have ever been included among the wealthy 
classes, there has been very little complaint from 
physicians until the last five years. In our rich- 
est year 1929, only fifteen per cent of the physi- 
cians had net incomes above $10,000 and this 
group was largely composed of highly skilled 
specialists. At the other end of the financial 
seale fifteen per cent were said to be failing 
to make a living. As this was in our most pros- 
perous season this fifteen per cent may safely 
be considered a constant figure and it is reason- 
able to assume that this group includes not only 
aged and physically incompetent physicians, but 
also those unkindly treated by fortuitous circum- 
stances, and those who lack the will to work. 
During the present depressive cycle it is said 
that thirty per cent of the physicians are fail- 
ing to make their current expenses. 

Many limited specialists suffer extremely 
because many of their patients are unable to 
pay the specialists’ fees and have returned to 
their family physicians or turned to free clinics. 
For several years physicians have complained of 
the intrusion of free or cheap clinics upon their 
private fields. They have complained of the 
corporate practices of institutions in delivering 
medical care, because in line with all corporate 
practices they have crowded out the small in- 
dividual by restraint of opportunity. During 
this time physicians have continued to be the 
only double taxpayers concerned in the care of 
tne sick, making their regular tax contribution, 
and at the same time serving tax-supported 
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institutions and public clinics without fee. In 
all of this public service, physicians are the 
only persons who work without pay. This in- 
herited traditional service has now become so 
heavy that the physicians are stimulated to de- 
mand a change. If, however, economic condi- 
tions should tend to improve it will be charac- 
teristic for physicians to continue to give away 
millions of dollars in free service. 

It has been claimed that the only way to 
secure payment for the physician for his free 
work is through the medium of sickness insur- 
anee. May I remind you that the foreign in- 
surance schemes, as now operating, provide for 
workers only and not at all for the indigent 
who must be cared for by general taxation. The 
taxpayer pays nurses, social workers, and all 
other hospital servants. Because the physician 
is a higher grade servant of the sick, delivering 
a higher grade or quality of service would not 
seem to justify the taxpaper in expecting him 
to work without pay in a tax-supported opera- 
tion. 

There were more than 450,000 separate visits 
to the city hospitals in the city of New York 
during the past year, 1934, made by visiting 
physicians and surgeons. For this vast serv- 
ice not a cent was paid by the city of New 
York or by any one else; 2,290,000 treatments 
were given in out-patient departments to ap- 
proximately 500,000 patients. These figures 
do not include an additional very large figure 
for the free service of physicians in the non- 
governmental hospitals which would have been 
obliged to close their doors if this free service 
had been discontinued. Who are asking the 
Government to interfere in the practice of med- 
icine? Who are devising schemes for security 
through insurance or codperative protection of 
medical service? The visible demand for Gov- 
ernment medicine seems to come from the pa- 
trons of free hospitals or free clinics. The med- 
ical indigent, who may be defined as a person 
who cannot pay for medical care without deny- 
ing himself or his family the necessities of life, 
is entitled to this care, but the generosity of 
the taxpayer is abused by a very large number 
of people who are well able to pay for the same 
kind and quantity of care they seek in the hos- 
pital. 

Otherwise I do not hear people asking for 
free service. I see no letters in the newspapers 
complaining of the quality of medical care. 
There seems to be no public demand for Sick- 
ness Insurance. Public officials are not besieged 
with cries for public medicine. The common 
run of people seem to be satisfied with the med- 
ical care they now receive. Large groups such 
as the Parent-Teacher Organization or the La- 
bor Federations are not asking for Sickness In- 
surance. Labor asks for equitable wages, and 
if, or when, labor secures them there will be 
little or no demand for any type of compul- 
sory Sickness Insurance. 


Our people are entitled to good medical care. 
Physicians want to give it, but are met with the 
resistance of indifference. This is well illus- 
trated by the reaction of the people to campaigns 
for immunizations, which show only half-hearted 
cooperation under the stimulus of artificial ex- 
citement, and show that no lesson has been 
learned of the value of the health measure be- 
cause, after the health campaign is over, im- 
munizations of the untreated are neglected just 
as they were before. People want security; so 
do physicians. 

Physicians want to be paid for what they do. 
Not necessarily single fees for single services. 
There is nothing new about an inclusive fee for 
a complete maternity service. There is nothing 
new about agreements for a term of service. De- 
ferred payment is not new; doctor’s bills are 
usually put in deferred files. 

Many medical service plans are being tried. 
The Iowa plan is still developing in that State 
and some of its features are being used in other 
places. Other notable plans are the Alameda 
plan, the San Diego plan, the Vaughn plan now 
being tried in many cities, and the Wayne Coun- 
ty plan which is interesting many County Medi- 
eal Societies. None of these plans employ com- 
pulsory or voluntary insurance and all of them 
are designed to give the patient the benefit of 
the services of his own physician. 

If these plans, or parts of them, work well 
they may be tried without committing the Gov- 
ernment. If they fail they can be forgotten. 
The new plans of the California State Medical 
Society go practically all the way to compulsory 
Sickness Insurance with all of its governmental 
complications. If the Government sets up a 
machine to develop a system of service it must 
employ many people. It must pay them. The 
Legislature that votes the money must partici- 
pate in its spending. If they spend money, 
bureaucracy is inevitable and, once embarked 
upon, is almost impossible to recall if it proves 
to be inefficient. 

Who is asking for Sickness Insurance schemes 
built after the European manner? Or any other 
schemes which involve the necessity for permis- 
sive or mandatory legislation ? 

A group which is actively demanding Soei- 
alized Medicine is typified by a physician who 
calls himself a ‘‘Merchant of Health who boasts 
superior honesty in admitting high pressure 
salesmanship’’ in order to increase his practice. 
In a public letter to which he signs his name 
and address, he asserts that ‘‘thousands of x-rays 
are taken needlessly for no other purpose than 
to help the doctor to cover his expenses’’. He 
continues, ‘‘How many injections of one kind 
and another, how many laboratory tests, basal 
metabolisms, electrocardiograms are done daily 
when the physician knows beforehand that the 
reports will be negative, but makes the patient 
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take those tests for no other reason except the 
monetary reason? How many patients are re- 
ferred to consultants and specialists so that the 
general practitioner will get his half, third, or 
quarter of the fees collected, depending upon 
the particular specialist ?’’ 


He denies that there is any such thing as a 
personal relationship between physician and 
patient and further continues, ‘‘Let us stop 
pretending and face the facts. Is there any one 
that does not know the general practitioner’s 
very existence depends to a great extent upon 
the rake-offs he gets from referring his patients 
to various specialists and laboratories?’’ His 
remedy for these disgraceful conditions is the 
socialized operation of the practice of medicine, 
when there will be no cheating, when everybody 
will be compelled to be honest by the order of 
the State. Everybody will be amply salaried 
and have no worries. How can highly educated 
physicians, who have spent half of their lives 
struggling to enter the practice of a supposedly 
honorable calling, subscribe to such perversions 
uttered in the name of ‘‘common honesty’’? I 
know that there are a few physicians who are 
false to their oaths; false to their obligations 
as citizens, and the profession should be purged 
by their expulsion. 

Another group of physicians who seem to de- 
sire Government medicine, are those who are 
already in it as practitioners of State medicine. 
Health officials who see an enlargement of oppor- 
tunity in widened fields and employment in 
many bureaus. Few salaried officers can have a 
private practitioner’s viewpoint; security colors 
their vision. Not a dazzling color, however, be- 
cause the average Government medical employee 
receives so small a salary that it excites very 
little envy. 

The most ardent advocates of Sickness In- 
surance are foundation directors, who have never 
practiced medicine, who cannot understand the 
confessor relationship between patient and phy- 
sician, and who desire in their great wisdom 
to prescribe English medicine, German medicine, 
or Red medicine for the American people. 

Our experience with the operation of com- 
pulsory industrial insurance has taught us that 
it is riddled with rackets. A few physicians, 
who are on the inside of the rackets, make in- 
ordinate profits while the rest of the profession 
and the injured workman get little or nothing 
out of this politically mismanaged piece of Gov- 
ernment medicine. The contemplation of com- 
pensation operations will not inspire anyone to 
desire new forms of compulsory insurance until 
this present compulsory scheme shall have been 
so amended that labor, industry, and the physi- 
cian, shall be guaranteed and receive a fair 
deal. 

Amending legislation to eliminate some of the 
medical abuses passed the New York State Leg- 


islature at the last session, putting the selection 
of the physicians who may do compensation 
work in the hands of the County Medical So- 
cieties. Let us hope that the County Societies 
will rise to their new obligation so successfully 
that the Legislature will continue to listen to 
their demands for corrective legislation. 

Although it may be possible that the insur- 
ance principle may be invoked in a final work- 
ing plan for American medicine, let us avoid 
compulsory Sickness Insurance until every phase 
of the subject shall have been studied carefully 
and unemotionally with special reference to its 
adaptability to conditions of medical care in 
America. 


Conditions of medical care have always been 
better in the United States than they were in 
England when compulsory Sickness Insurance 
was adopted there in 1911. National insurance 
appears to have improved the kind of medical 
service then given the British people, but Sick- 
ness Insurance there today does not prevent 
disease, does not take care of the indigent or 
reduce the costs of the care of this class of peo- 
ple and does not reduce morbidity. The aver- 
age yearly sickness of the British people before 
1911 was seven days; it has been extended to 
seventeen days, and is another false index due 
to false certification and malingering. Sick- 
ness Insurance has not reduced the costs of med- 
ical care but has merely instituted additional ex- 
penditures incident to the collections and to 
the distribution of these costs. 


The Organized Medical Profession has been 
called reactionary, and static, and obstructive, 
because it does not welcome these foreign 
schemes with enthusiasm. These aspersions are 
unjust. The Medical Profession knows that 
changes in the delivery of medical service are 
as inevitable as the changes due to the extension 
of scientific understanding of disease. The pro- 
fession is willing and anxious to promote 
changes, ardently desires improvement in the 
art and application of medicine, is generously 
public-minded, desires only the best of medical 
service for the American people, and asks that 
no governmental system shall be developed with- 
out full opportunity for free codperation by 
American physicians. 

During the last eighteen years there have 
been presented from time to time at the ses- 
sions of the House of Delegates of the Ameri- 
can Medical Association various propositions 
concerning Sickness Insurance, and many forms 
of group or corporate or contract practice. All 
of these were seriously considered by refer- 
ence committees and by the House of Delegates 
with an open-mindedness and a forward look- 
ing vision which displayed intellectual integrity. 
The insurance schemes have been all disap- 
proved and constructive cautions have been 
given concerning contract alliances involving 
medical practice. 
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The American Medical Association suggests 
uniformity of action in setting up its ten-point 
basic principles, but has no desire to suppress 
the spirit of adventure which may inspire pio- 
neers to look for new paths to new horizons. Our 
present economic policies will not determine the 
course of the world of tomorrow, indeed it is 
much more likely that some now unknown in- 
fluence will change the current of our civiliza- 
tion. 

The World War failed to make the world 
safe for democracy. Its great accomplishment 
is a seventeen year armistice during which the 
World has rearmed as never before in history. 
Democracy is on trial. Dictatorships of various 
eolors are dominant. America must walk care- 
fully if she will avoid the ‘‘isms’’ that are 
keeping European Nations in constant fear of 
explosion. Regimentation is the parent of 
‘‘isms.’’? The threat of bureaucratic domina- 
tion must be opposed. Self-respect must be 
maintained by maintenance of a high quality 
of service regardless of material reward. 

It is evident that Organized Medicine must 
array its forces aggressively, not only to im- 
prove the service to the sick, but also to im- 
prove the financial position of the physician. 
American ingenuity should be equal to the task. 


American Medicine has a task. It must not 
only defend itself against destructive influences, 
but also must develop a constructive offensive 
behind which all of its forces must be massed. 
One of its first objectives may very well be 
seeing that the physician is paid for his free 
work which he has imposed upon himself so 
long that society in general, and hospital society 
in particular, has come to regard it as his obli- 
gation. Getting the physician paid for his work 
may involve a revolution in hospital organiza- 
tion, it may involve codperative or other insur- 
ance schemes, it is likely to be a key which may 
be difficult to turn in a rusty lock, but once 
turned may open the door to hitherto unsus- 
pected opportunity. I believe that the time 
is ripe to try it. I believe that the state of 
the country justifies it. 

A current historian of excellent repute stated 
a few days ago that, at this time, in spite of 
our confusion and economic distress, the effects 
of which are keenly felt by most of us, there 
is greater general economic well-being in the 
United States today than has been enjoyed by 
any other nation at any time in history. It is 
difficult to believe this statement in the light of 
your personal experience, and yet there is sta- 
tistical evidence to support it. 

A sense of confidence in future security 
would be justified if the country could be al- 
lowed to follow in natural ways its upward 
trend, if fear could be lifted, and if the genii 
surrounding the central administration could be 
tempered by sanity. If they could be infused 
with some sympathy for the present and fu- 


ture taxpayers who must pay for the highly ex- 
citing music to which these genii are dancing. 

While I believe that the Government pump 
priming is a retarding influence, I also believe 
that it cannot stop natural recovery and that 
the next decade is full of promise for those who 
have the will to work for the common good. 
The implication is especially pertinent to the 
economic situation of physicians who must drop 
all differences and work together. 

Few physicians have ever acquired wealth 
from the practice of medicine. Many physi- 
cians are unable to maintain the overhead which 
they built up during the speculative decade of 
1919 to 1929. Many physicians are failing to 
make respectable livings. Many physicians ob- 
serve an increasing flow of paying patients to 
free hospitals. Many physicians are excluded 
from the opportunity to practice their profes- 
sion in tax-supported hospitals) 

Many physicians are on the outside looking in 
and will remain there until they unite in a de- 
mand as taxpayers for their right to participate 
in all of these public operations. 

Fewer people are sick. Morbidity statistics 
are lowest in history. Fewer people are earn- 
ing enough money to pay physicians. Fewer 
people are able to pay reasonable fees. Fewer 
people are able to pay any fee. 

More people than formerly are visiting all 
sorts of cheap clinics. More counter prescribing 
by pharmacists prevails. More people eagerly 
accept and apply to themselves the medical ad- 
vice of the radio broadcaster. 

More patent medicines are taken. More phy- 
sicians are being licensed than can be used by 
our citizens even if they were able to pay them; 
125,000,000 people are served by 154,000 physi- 
clans, a ratio of 1 to 814. 

The community is poorly served by crowded 
clinics. The community is defrauded by clinic 
visitors who are able to pay private practition- 
ers. Community hospitality is abused by irre- 
sponsible non-residents. The community suf- 
fers from division of hospital support by too 
many hospitals or clinies too closely located. 

The community has a poor return from its 
investment when hospital facilities are idle be- 
cause of exclusion of practitioners who are qual- 
ified to use them. The community is poorly 
served by hospital practitioners who are disin- 
terested because they work without pay. 

All of these conditions can be cured by the 
concerted action of physicians, hospitals, wel- 
fare organizations, Health Departments, and 
an educated public. 

These conditions cannot be cured by the imi- 
tation of any of the European systems of dis- 
tributing medical care. They must be taken 
eare of by ourselves, within our own medical 
organizations, and by the influence of sympa- 
thetic citizens. 

By limiting the number of physicians newly 
licensed so that it may be possible for every com- 
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petent physician to make a living. By zoning 
cities and communities so that they may be 
served by small hospitals. By opening all tax- 
supported hospitals to all physicians who live 
within the hospital zone. 

By payment of physicians for their work for 
the indigent in all tax-supported institutions. 
3y payment of physicians for their services to 
all tax-supported indigents within or without 
hospitals. 

By exclusion from tax-supported hospitals of 
all non-emergent patients who are able to pay 
a private physician. 

By reform of the workman’s compensation 
operation of compulsory industrial insurance 
in the interest of the worker and of the physi- 
cian who takes care of him. * 

By development of the full values of Organ- 
ized Medicine by the enlistment of every physi- 
cian within the ranks of the County Medical 
Society. 

By development of the values of the personal 
and family physician as the basis of medical 
service. By maintenance of the highest quality 
of medical care. 

His age old experience and his education 
qualify the physician to meet a changing world 
and should qualify him for wise leadership of 
its evolution. The future of medicine chal- 
lenges him. If he becomes indifferent, selfish, 
lazy, socially uncodperative, he will write a sad 
chapter in medical history; if he becomes alert, 
awake to his opportunities to meet the new daily 
demands of the American people and give the 
most faithful service, the service of personal de- 
votion to the science and the art of medicine, 
his glorious traditions will be multiplied, and 
he will meet the new day in the spirit of the old 
Sanscrit Salutation of the Dawn, 

“Listen to the Exhortation of the Dawn! 
Look to this Day! 

For it is Life, the very Life of Life. 

In its brief course lie all the 

Varieties and Realities of vour Existence: 
The Bliss of Growth, 

The Glory of Action, 

The Splendor of Beauty; 

For Yesterday is but a dream, 

And Tomorrow is only a Vision, 

But Today well lived makes 

Every Yesterday a Dream of Happiness, 
And every Tomorrow a Vision of Hope. 
Look well, therefore, to this Day! 

Such is the Salutation of the Dawn.” 


DISCUSSION 


PRESIDENT LorpD: I will ask Dr. Timothy F. Rock 
of Nashua to discuss this paper of Dr. Van Etten’s. 


Dr. Trmotuy F. Rock: When I was asked to dis- 
cuss Dr. Van Etten’s paper I was very naturally 
embarrassed because I realize that it would be pre- 
sumptuous on my part to attempt it and I felt that 
whatever I might say would be an anticlimax upon 
a most interesting and instructive presentation of 
the subject by an authority. We are all greatly in- 
debted to you, Doctor. 


I appreciate that the Doctor has given most gen- 
erously of his time and talent to study and an- 
alyze an abundance of information and of misin- 
formation upon the subject of Medical Economics, 
or Socialized Medicine or whatever you may wish 
to designate State Medicine, and has tried to sep- 
arate the good from the bad, that those who wish 
it, may have a clear concept of the subject and 
that as much of State Medicine as may be forced 
upon us shall be made as distasteful to the profes- 
sion as possible. 

This Society appreciates the conscientious and 
tireless work of your Committee of the House of 
Delegates to preserve and buttress the profession 
against the insidious advance of the political con- 
trol of the practice of medicine because such con- 
trol, unbridled, may become political despotism. I 
feel that I express the hope of this Society and of 
the thinking people of our State that the President’s 
Committee on Economic Security at Washington shall 
be persuaded that relief of human suffering through 
sickness and the ministrations and administration of 
medical service shall continue to be the responsi- 
bility of the medical profession, free from any group 
politically conceived, politically born and _ nour- 
ished, and maturing powerful and arrogant to our 
disadvantage by the spending of political favor for 
which we shall pay an unjust tax. 

I am sure it has become a commonplace to feel 
that those in Washington have the answers for all 
the questions upon all of the problems of the day 
and that it is “Love’s Labor Lost” for us to attempt 
to maintain the practice of medicine upon the high 
ideals of individual scientific initiative, professional 
ethics and patient and physician relationship of the 
past if it fails to square with the New Deal pro- 
gram. But I am not so sure that the New Deal 
answer to our problem is correct. It may be that 
Socialized Medicine, or any other form of compul- 
sory sickness insurance, which makes for a mighty 
political influence, while making near serfs of the 
doctors and drones of the willing people, is not the 
right answer to the problem of Medical Economics. 

State Medicine, so-called, seems to have had its 
start in Germany in 1883 when Bismarck initiated 
it solely as a sop for political unrest. It was intro- 
duced in England in 1911 by Lloyd George, also as a 
stop-gap for political unrest. Wherever it exists, 
its background is the same. Even in industry, sick- 
ness insurance, whether contributory or not, is fun- 
damentally a political factor against industrial un- 
rest. And, whether you recognize it as such or not, 
we have State Medicine in this country today and in 
this State, and, whether it is called Welfare or 
Federal Emergency Relief Administration or Eco- 
nomic Security or anything else, its purpose is un- 
changed and its dangers every bit as pernicious 
and malignant as State Medicine in any form any- 
where. 

I presume that all of us realize that in England, 
where State Medicine is perhaps less in disfavor 
among the physicians than in any other country, 
the average annual income of all panel doctors is 
$2000, out of which must be paid the usual expenses 
of a medicai practice, and that this income is 
greater than in other countries having State Med- 
icine. While it is true that a panel doctor is per- 
mitted to have a private practice in addition to his 
insurance work, few have the time for any such 
practice. 

If that, or anything resembling it, is what new 
thought in this country wants, we have it and like 
it. You realize also, I think, that State Medicine 
or insurance practice means mass treatment, the 
cough and the bottle. If that is what the people 
of this country are willing to take, they may get it. 
If unemployment relief is made a part of any medi- 
cal prescription, the multitude of poor souls too ill 
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to work will increase many fold, just as industry 
finds a disconcerting incidence of disability among 
those entitled to sick benefits as against the better 
health of those not so privileged and a dramatic re- 
covery from disability, beyond the power of medi- 
cal science, when benefits cease. 

If these are among the fundamental goals of Eco- 
nomic Security that are to be saddled upon the backs 
of the people of this country, they may be achieved 
most speedily through State Medicine, or Socialized 
Medicine, or any other catch-phrase designation you 
wish applied to a politically controlled practice of 
Medicine. 

Vital statistics do not reveal any dramatic de- 
crease in mortality or morbidity in Hillsborough 
County of this State in the last year or so. Yet 
the cost of medical care put upon the county has 
increased from an average annual expense of $3000 
up to two years ago, to $40,000 last year. And for 
what? Sickness among our people has not increased 
to that extent, any more than that outlay has im- 
proved the health and happiness of our people. And 
the worthy poor were always adequately and con- 
scientiously cared for. 

It would seem that a system is developing sim- 
ilar to that in Germany where the number and re- 
muneration of executives, social workers, clerks and 
others engaged in the care of the sick, far exceeds 
the number and the recompense of the doctors who 
treat them. It is not impossible that State Medi- 
cine, now an actual, vital, living thing under the 
Federal Relief Administration is, or will become, 
the kind of State Medicine which the most thought- 
ful element in the profession has long and ear- 
nestly opposed. 

I do not intend the inference that there is noth- 
ing good for anybody in State Medicine as it lives 
today in this State, nor do I feel that every doc- 
tor and every citizen will view it, eye to eye, with 
me. I feel very strongly, however, that whatever 
of good there may be in it today is unreal and ob- 
scures its ultimate disadvantages to the physicians, 
professionally, scientifically, and economically; ob- 
scures its degrading influence upon the morale of 
our people, and obscures the stifling burden which 
taxation for its wasteful operation will put upon 
all business and upon all the people. 

Out of our experiences with State Medicine as it is 
practiced in this State, and I repeat that it is State 
Medicine, a segment of our profession may be eco- 
nomically encouraged because some recompense ac- 
crues from a service that would otherwise be gratui- 
tous. This may simulate a feeling of security. Let 
me repeat, however, what I have said before, that 
herein lies a real danger to the whole profession, 
because the State politic and the citizen may be- 
come accustomed to medical service at a cost that 
does not and cannot repay the doctor for the care- 
ful conscientious attention he should devote to each 
patient, and these may well demand medical service 
at the same cost in a better day. It is also conceiv- 
able that present payments may be reduced as polit- 
ically conscious administrators need to curtail ex- 
penses, or look with envy upon the rising income of 
the physician as his number of calls ascend, just 
as they have always done under similar systems sub- 
jected to the human impulses of doctor and pa- 
tient alike. 

When the time comes, as it came under every 
system of State Medicine, that the doctor is placed 
upon a wage or per capita basis, he may find his 
average payment something like five cents per call, 
as it has just worked out to be in a Massachusetts 
community. 

I have it upon the word of physicians engaged at 
the present time in insurance work and in indus- 
try, that the amount of work, often to the point of 


fatigue, demanded of them in return for their more 
or less security of income, stifles initiative and de 
prives them of the opportunity for self-improvement. 
Such is generally the experience of panel or insur- 
ance doctors in their countries; such may well be 
the unhappy lot of those of us who feel complacent 
toward our present form of State Medicine, unmind- 
ful of the cancerous nature of its germ cell left 
unguarded. 

We must put forth every effort and power at our 
command to the end that the practice of medicine 
under any form of political subsidy shall end with 
the emergency responsible for its birth. Let us 
hope that out of all the chaos surrounding the sub- 
ject of Medical Economics some plan, that will be 
fair and just to the patient, to the physician, and 
to all the people who pay the bill, will be designed 
eventually. 

All of us who are zealous for the future of our 
profession, that its ideals may continue and its 
achievemenfs multiply for the benefit of all within 
our borders, rich and poor alike, hope that the prac- 
tice of medicine may be allowed to live as an hon- 
orable profession, free from political influence or 
control; that it may not become a program of the 
cough and the bottle, or be divided in first and sec- 
ond rate doctors. 

We thank you, Dr. Van Etten and your Commit- 
tee, for your diligent work in our best interests. 


PRESIDENT Lorp: I will ask Dr. Metcalf to con- 
tinue the discussion on this interesting subject of 
“Medical Economics of 1935.” 


Dr. CARLETON R. MetcatF: Your Committee on 
Legislation, which has had under its wings the 
problems in medical economics during the past year, 
has been concerned about possible adverse legisla- 
tion, both from our own General Court and from 
Washington. 

The legislation which concerned us most here was 
the so-called Epstein Bill, a radical bill for health 
insurance or sickness insurance, which was, in real- 
ity, introduced into the Legislatures of more than 
twenty states this past year. This particular bill 
came from an organization called the American So- 
ciety for Social Security, which has about five thou- 
sand members, and which has its headquarters in 
New York. 

We estimated that if this bill were passed in 
New Hampshire, it would cost about six million 
dollars to provide an inferior brand of medical prac- 
tice in a state where the medical cost at the pres- 
ent time is about three million dollars. If any of 
you are familiar with bureaucracy, I think you can. 
imagine what was going to be done with the extra 
three million dollars. When a group of five thou- 
sand enthusiasts try to put something over on the 
other 120,000,000 people in the United States, it 
looks to me like a very shining example of the tail 
trying to wag the dog. 

This bill was not introduceed in the New Hamp- 
shire Legislature, and while Dr. Van Etten and his 
colleagues in New York State have been locking 
horns with Mr. Epstein, we were ignored. So there 
are some advantages in being an inconspicuous 
state. 

The other thing that we were concerned about 
was government ownership of medicine, emanating 
from Washington. It seemed to us that the more 
abundant life, which is about to be bestowed on 
the citizens of this country, was coincident with a 
less abundant life for physicians. 

Your committee tried to counteract these two 
methods of legislation by talking before the county 
societies, by giving radio talks, by sending out re- 
leases to the newspapers and by an effort to affil- 


iate with other groups who were similarly concerned 
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_with the dentists, with the 65,000 farmers in New 
Hampshire, with the employers, and with the em- 
loyees. 
, Your committee objected to: first, compulsory 
insurance; secondly, insurance controlled by the 
government, and thirdly, the supervision of lay offi- 
cials. You will find that those are the three key- 
stones of all systems of medical insurance in the 
different European countries; compulsion, govern- 
ment control and lay supervision. 

Your State Society and your House of Delegates 
followed the A. M. A. in a constructive program, 
which could be controlled and supervised by the doc- 
tors. But they tried to point out the dreary in- 
efficiency of the systems which prevailed on the 
continent of Europe. 

A few weeks ago I had the pleasure of talking 
with Dr. Gros, who is in charge of the American 
Hospital in Paris, and I asked him how the French 
system was working out. He said that the doc- 
tors didn’t like it, and that the patients didn’t like 
it. He told me that he had to contribute $15.00 a 
year for his cook, she had to contribute $30.00 year, 
and the government contributed another $15.00 a 
year, a total of $60.00 a year. Recently his cook 
injured a finger; she went to the clinic to have it 
fixed, and sat around several hours, before a young 
doctor came out and put a splint on the finger. He 
said, “I lost her services for six hours. I am going 
to hire one of my friends and pay for it myself the 
next time she hurts her finger.” 

Our efforts may have met with some success. 
Both of our Congressmen, at any rate, seem to be 
with us. Our former Governor and present Con- 
gressman, Charles W. Robey, has written to me: 


“I have, for some time, been interested in 
some form of old-age pension and unemploy- 
ment insurance, and have been sympathetic 
therewith. I believe these two salient points 
are real objectives, and the matter which you 
oppose, namely, sickness insurance, I shall op- 
pose if an opportunity comes to vote against 
Congressman Rogers wrote in a similar vein. 
Now, I think it is obvious, from what you have 

heard today, that it is up to us to present a united 
front on this matter. And I hope that every one of 
you will impress the views of the medical profession 
not only on your patients but on the respective 
members of the largest legislative body in the world. 


PRESIDENT LorpD: Does Dr. Van Etten wish to add 
anything to what he said? 


Dr. VAN Etten: Mr. President—Fortunately, the 
Epstein Bill slept in committee, and is still there. 
The Epstein bill was in our State a very pernicious 
one, and was introduced in Massachusetts and in 
one other State, in which it failed. I feel that we 
were fortunate this year in getting a little breath- 
ing spell, but I feel that before the next session of 


position to that piece of legislation which has in one 
form or another been before the medical profession 
insidiously in one place and then in another and 
now out in the open, and we shall have to be very 
much alive before the organization of the next na- 
tional legislature in order to prevent the attachment 
of this particular type of legislation to unemploy- 
ment insurance legislation. 

It is exceedingly important that every doctor 
should study these things out for himself. But it is 
even more important that every doctor should ap- 
preciate his potentiality as a citizen, and as an in- 
formed citizen, he must accept his responsibility, to 
tell all of the people with whom he comes in con- 
tact the real truth about these matters. The people 
must be educated. The people will be sympathetic, 
if they know anything about it. The great trouble 
with the medical profession is that they haven’t 
known anything about it; they haven’t paid any 
attention to it at all. They are interested in scien- 
tific medicine, and aside from that, I do not think 
that they read their medical journals very much. 
They read just the things that they are interested 
in, if they open the journals at all. They don’t even 
go to society meetings except for interesting pro- 
grams. ° 

When the question of economics comes up, if they 
know about it in advance, there will be a corporal’s 
guard in attendance. Really, they are not inter- 
ested in anything but scientific medicine. 

That, gentlemen, should be a thing of the past. 
Medicine is changing very much. 

The whole scheme of the practice of medicine 
will be changed in the future, and if the medical 
profession doesn’t realize its economic problem, 
it will soon be facing economic slavery. 


MISCELLANY 


ANNOUNCEMENT 


The Hitchcock Clinic, Hanover, New Hampshire, 
announces the association of Dr. M. Dawson Tyson. 


RECENT DEATH 


MITCHELL—AsrAmM WHITTEMORE MITCHELL, M.D., 
of Epping, New Hampshire, died at the Elliott Hos- 
pital, Manchester, July 31, 1935, following an ap- 
pendectomy. He was born in 1862. He graduated 
from the New York University Medical College in 
1887. He began practice in Epping in 1892 and was 
the second oldest ex-president of the New Hamp- 
shire Medical Society and a Fellow of the Amer- 
ican Medical Association. He was a thirty-second 
degree Mason, and had served in the New Hamp- 
shire Legislature in 1897 and 1899. 

Dr. Mitchell is survived by three children. His 


the national legislature, we shall all have to be- 
come personally and coéperatively active in our op- 


wife died a few months ago while on a trip South. 
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CASE 21331 
PRESENTATION OF CASE 


A fifty-three year old American housewife en- 
tered complaining of shortness of breath of two 
weeks’ duration. 

One year before entry she began to feel tired 
and weak. She suffered from shortness of breath 
at intervals, especially upon moderate exertion. 
Her physician put her on digitalis which he in- 
creased in amount as her symptoms increased 
in severity. She lost about forty pounds in 
weight during the next six months. A few 
months after the onset her urine began to have 
a disagreeable odor but this passed off shortly. 
A few months later her urine was thick and 
cloudy on one occasion. Three weeks before 
admission her weakness and shortness of breath 
inereased. She became dizzy on one occa- 
sion and had nausea and vomiting. She stopped 
her medication and since then the vomiting 
had not reeurred. She had had two attacks 
of nocturnal dyspnea. During the past two 
weeks she was bedridden and had shortness of 
breath at all times except when sitting up. She 
soon began to have a dry cough. There was no 
history of edema. During this illness she had 
many severe headaches behind her left eye. She 
had nocturia twice a night. 


The family, marital and past histories are non- 
contributory. She had had twelve pregnancies, 
Nine children were living and well, two died in 
infancy, and there was one miscarriage. The 
menopause occurred five years before admis- 
sion. 

Physical examination showed a well-developed 
and nourished woman in a semi-reclining posi- 
tion, breathing very rapidly and with much ef- 
fort. Her skin was flushed and slightly blue, 
her lips and fingers cyanotic. Her breath was 
not uriniferous. Her hands and feet were cold 
and clammy. The right fundus showed blurring 
of the dise margins. The left, however, was 
clear. In both there was marked narrowing and 
tortuosity of the arterioles with many small ir- 
regular hemorrhages and yellowish exudate. The 
veins were dilated. Scattered throughout both 
lungs, most numerous at the bases, were many 


moist rales. There were signs of fluid at both 
bases. The heart was slightly enlarged, the left 
border of dullness being 9 centimeters to the 
left of the midsternal line, 3 centimeters to the 
right. The midelavicular line was 8 centimeters 
from the midsternal line. The sounds were 
foreeful and the rhythm regular. The blood 
pressure was 210/120 with pulsus alternans be- 
tween 210 and 190 millimeters. The abdomen 
was slightly distended. The liver edge was felt 
five fingerbreadths below the costal margin. It 
was smooth and slightly tender. The spleen 
was felt three fingerbreadths below the costal 
margin and was slightly firm and non-tender. 
There was slight pitting edema of both legs 
and very slight edema of the sacrum. 

The temperature was 98°, the pulse 102. The 
respirations were 20. 

The urine was cloudy and had a specifie grav- 
ity of 1.012 to 1.014, a slight trace to a huge 
trace of albumin, and an occasional white blood 
cell. Examination of the blood showed a red 
cell count of 7,800,000, with a hemoglobin of 
95 per cent. The white cell count was 14,300, 
90 per cent polymorphonuclears. The nonpro- 
tein nitrogen of the blood was 77 milligrams. A 
Hinton test was negative. The oxygen capacity 
of the blood was 29.6 volumes per cent. The 
volume of the cells was 66.7 per cent. The vol- 
ume index was 1.05, the color index 0.99. The 
stools were negative. <An_ electrocardiogram 
showed normal rhythm, rate 105, slight left axis 
deviation, prominent Ss, inverted and To, 
low upright Ts, inverted P; and absent Qs. The 
serum protein was 5 per cent. 

X-ray examination of the chest showed some 
fluid in both lower lung fields which prevented 
demonstration of the exact position of the 
diaphragm. The heart was slightly enlarged. 

The red cell count remained elevated. She was 
venesected several times with marked relief of 
her dyspnea. On the tenth day she was started 
on phenylhydrazine which was given for ten 
days, a grain and a half each day. She de- 
veloped a-carbuncle on her left buttock which 
was poulticed. On the fourteenth day she sud- 
denly developed what was called acute pul- 
monary edema. Her blood pressure was 270/170. 
A venesection of 500 cubic centimeters was done 
and she was put into an oxygen tent. She 
felt well following this. A week later the ab- 
secesses of the left buttock were incised and 
drained. Approximately one month after ad- 
mission she began to complain of severe left up- 
per quadrant pain. Her temperature rose to 
103°. There were tenderness and spasm in the 
left upper quadrant. <A friction rub was heard 
over her spleen and in the left lower chest pos- 
teriorly. A rectal examination at this time was 
negative. Her red blood cell count had by this 
time decreased to 3,500,000 and her white cell 
count had risen to approximately 30,000, 90 per 
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cent polymorphonuclears. She continued to do 


poorly, the temperature remained elevated, the 
abdominal pain did not abate, and she died ap- 
proximately five weeks after admission and nine 
days after the onset of the abdominal pain. 


DIFFERENTIAL DIAGNOSIS 


Dr. Cuester 8. KEErER*: As one reads the 
story of this patient’s illness it seems clear that 
the main diagnostic problem is the interpreta- 
tion of the episode that began nine days before 
death. Briefly, we have a woman who had the 
symptoms of heart failure which were progres- 
sive over one year. This was characterized by 
exertional, paroxysmal and continuous dyspnea, 
and orthopnea, without conspicuous peripheral 
edema. In addition there had been loss of 
weight, unilateral postorbital headaches and 
noeturia. The dizziness, nausea and vomiting 
apparently followed digitalis therapy since they 
disappeared following the discontinuance of the 
drug. 

The physieal examination revealed a woman 
in considerable distress with dyspnea, or- 
thopnea, cyanosis, hypertension with pulsus al- 
ternans, pulmonary congestion, bilateral hydro- 
thorax, cardiac enlargement, an enlarged liver 
and spleen, and edema over the sacrum. The 
changes in the ocular fundi were consistent with 
a vascular retinitis, but in addition there was 
haziness of the right dise and engorgement of 
the veins. 

The laboratory examinations revealed poly- 
eythemia and a slight leucocytosis, moderate 
nitrogen retention, albuminuria with a reduced 
specifie gravity. The electrocardiographie trac- 
ing was consistent with that found in patients 
with hypertension and sclerosis of the coronary 
vessels supplying the anterior wall of the left 
ventricle with myocardial fibrosis. 

From these findings, one would not hesitate 
to make the diagnosis of vascular disease with 
hypertension, cardiac insufficiency and poly- 
ecythemia vera. 

The course of the illness in the hospital was 
punctuated by three episodes: (1) the develop- 
ment of acute pulmonary edema which was a 
sign of progressive heart failure; (2) the ap- 
pearance of a furuncle on the buttock; and (3) 
the attack of abdominal pain, localized in the 
left upper quadrant and accompanied by ten- 
derness and spasm of the abdominal wall, a 
friction rub over the spleen and in the lower 
part of the chest, fever and leucocytosis. 

When a patient with heart failure complains 
of pain in the left upper quadrant one naturally 
thinks of infarction of either the lung or spleen. 
In this patient, the presence of a friction rub 
over the spleen, without cough or expectoration, 
would lead one to suspect that the infaret was 
in the spleen. 

When a patient with polycythemia complains 


*Associate Physician, Thorndike Laboratory of the Boston 
City Hospital. 


of acute abdominal pain one entertains the pos- 
sibility of either a vascular accident or a per- 
forated gastric or duodenal ulcer. Both con- 
ditions are fairly common in this disorder. Of 
the vascular accidents, one has portal, splenic 
or mesenteric thrombosis, or thrombotic occlu- 
sion of one of the branches of the coronary or 
splenic arteries. The latter is more common. 
From the story and course of events it would 
not be possible to make a diagnosis of occlusion 
of one of the large veins mentioned. However, 
there is no serious objection to the diagnosis of 
infarction of the spleen. If this line of reason- 
ing is correct it is necessary then to explain how 
this infarction arose. Two possibilities I have 
mentioned already, but there is a third; namely, 
a septic infarction of the spleen following the 
infection of the buttock. This is suggested by 
the presence of high fever and leucocytosis, ac- 
companying the signs of splenic infarction. It 
is not absolutely diagnostic, however, since bland 
infarctions of organs such as the kidney or 
spleen may be accompanied by fever and leuco- 
cytosis. As a rule, however, the duration is 
somewhat shorter than nine days unless there is 
a superimposed infection. 

The leucocytosis might be explained on a 
basis of the phenylhydrazine therapy. General- 
ly speaking, the increased leucocytosis produced 
by phenylhydrazine does not persist more than 
ten days after the drug has been discontinued, 
so that it seems unlikely that the phenylhydraz- 
ine treatment can account for the leucocytosis 
in this case, since it was discontinued approxi- 
mately ten days before the onset of the pain in 
the abdomen. 

There remains for discussion the question of 
the relation, if any, between the polycythemia 
and the cardiac insufficiency. Polyeythemia is 
seen in certain types of congenital heart disease, 
and in the heart failure resulting from chronic 
pulmonary fibrosis or kyphoscoliosis. In this 
particular case these conditions can be excluded 
at once. There are a few patients, however, 
with polyeythemia and hypertension in whom 
the symptoms and signs of the disease may be 
predominantly those of the hypertension. In 
these cases it is necessary to exclude instances 
of suprarenal and hypophyseal tumors. Once 
this has been done, there remains a group of 
patients with hypertension and polycythemia in 
whom the precise relationship between the two 
conditions is difficult to define. As a rule the 
spleen is not enlarged and the blood pressure 
may be lowered following the reduction of the 
red blood cells. In the present case I am unable 
to see how the cardiac insufficiency and the poly- 
eythemia are related to a common cause, unless 
one assumes that the generalized vascular dis- 
ease which is so common in these cases is the 
primary lesion and the polycythemia is second- 
ary to diffuse vascular lesions of the bone mar- 
row which produce anoxemia and a stimulation 
of red cell production. 
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X-RAY INTERPRETATION 


Dr. Grorce W. Houmes: The x-ray film shows 
a rather characteristic picture of a somewhat 
dilated heart with passive congestion in both 
lungs. The condition in the lungs obscures the 
outline of the heart to such an extent that one 
would not be able to say whether this was a 
dilated hypertensive heart or some other heart 
lesion. There is also evidence of fluid at the 
bases.” 


CLINICAL DISCUSSION 


Dr. WituiaAmM D. SmitH: This case has been 
discussed so adequately that there isn’t much to 
say. The consensus of the service was that she 
had polycythemia vera and then the question 
came up whether the hypertension might be 
secondary to the polycythemia. 

Dr. GRANTLEY W. Taytor: We saw this pa- 
tient on the surgical service because of her car- 
buncles, which we treated. Then this final com- 
plication developed. We found very little else 
but what is stated here, tenderness, spasm, high 
white cell count, elevation of temperature and 
the complaint of a good deal of pain on the 
patient’s part. The onset was very abrupt, so 
much so that although we considered the pos- 
sibility of metastatic abscess of the spleen we 
were inclined a little more to consider that it 
was a splenic thrombosis secondary to polycy- 
themia rather than bacterial infection. The 
question arose whether exploration was called 
for, if so, what we would attempt; and there 
again we did not have a very definite plan of 
campaign unless we found an abscess. We 
thought abscess was an extremely unlikely pos- 
sibility. She was transferred back to the med- 
ical service and I do not believe we saw her 
again after that original episode. 

Dr. Francis T. Hunter: I want to call your 
attention to the fact that we are having, with 
Dr. Holmes’ assistance, rather good luck with 
radiation of patients with polycythemia vera. 
My experience with phenylhydrazine has been 
very unpleasant because in order to get results 
you have to push up the dose almost to the point 
of nausea. The two cases we have radiated 
have had counts of eight or nine million. We 
gave them spray radiation, a rather enormous 
dose for three weeks, and after months of rest 
when the count did not change we repeated. 
These two patients—one two years now, the 
other eighteen months—have had no change in 
their red count—from four to four and a half 
million. I think this method of treatment offers 
something to these people that we have not been 
able to give previously. 

A Puysician: What white cell counts did 
your cases have? 

Dr. Hunter: In the neighborhood of four- 
teen, fifteen or eighteen thousand. They came 
down to six thousand. 


A Puysictan: Did any of the cases have a 
leukemic blood picture? 

Dr. Hunter: No, the leukemias have not 
done nearly so well. 


CLINICAL DIAGNOSES 


Polyeythemia. 

Splenie thrombosis. 
Carbuneles. 

Mesenteric thrombosis? 
Pylephlebitis ? 
Cardiovascular renal disease. 


Dr. CHESTER S. KEEFER’S DIAGNOSES 


Hypertension with arteriolar sclerosis. 

Coronary arteriosclerosis with myocardial 
fibrosis. 

Cardiac insufficiency. 

Benign nephrosclerosis. 

Polycythemia vera with enlargement of the 
liver and spleen. 

Splenie infarction with perisplenitis due to 
thrombotie occlusion of a branch of the 
splenic artery. 

Splenic abscess ? 


ANATOMIC DIAGNOSES 


Polycythemia. 

Splenomegaly. 

Septic infarcts of the spleen. 
Thrombosis of the splenic artery. 
Pulmonary abscesses, multiple. 

Pleuritis, acute fibrinous. 

Carbuncles of left buttock. 

Cardiae hypertrophy, hypertensive type. 
Benign nephrosclerosis. 

Leiomyoma of the esophagus. 


PatTHoLoGic Discussion 


Dr. Tracy B. Mauuory: The autopsy was 
characterized by a single outstanding feature, 
a very large spleen weighing 750 grams. It 
showed very nearly complete infarction although 
the infarcts were multiple; so numerous as to be 
contiguous, with practically no normal tissue be- 
tween them. We found the splenic artery com- 
pletely thrombosed, a part of the thrombus evi- 
dently being quite an old affair since it was 
fibrous and in places calcified. Then there was 
a fresh, completely occluding thrombus which 
I assume was terminal and which accounted 
for the last episode. In all probability she had 
had at least one preceding attack of splenic 
thrombosis, a matter of months or years before. 
The infarcts in the spleen had not as yet broken 
down but the amount of leukocytie infiltration 
in some places suggested that there was prob- 
ably a septic element to them, but there cer- 
tainly was nothing that one could ¢all an ab- 
scess and nothing that could have been surgical- 
ly drained. She did have definite abscesses else- 
where, most noticeably in the lungs, which were 
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peppered with small ones varying from a milli- 
meter up to a centimeter and a half in size. 
One or two of these had evidently in the last 
few hours of life broken through into the pleura! 
cavities. An acute fibrinous pleuritis presented 
in both pleural cavities but was as yet not very 
extensive. 


The stomach was very carefully examined for 
evidence of present or past uleer and no acute 
erosions and no sears of any sort were found. 
We did find incidentally—nothing of any clini- 
cal importance to the case but rather unusual— 
a leiomyoma of the lower end of the esophagus, 
a small one about 2 centimeters in diameter. 

The heart weighed 350 grams which is slight 
hypertrophy for a woman. The coronary arter- 
ies were capacious and practically free from 
atheroma. 
weighing only 175 grams, showing as Dr. Keefer 
predicted a fairly marked degree of benign neph- 
rosclerosis. 

The sepsis had made its way to the head also 
and acute suppurative sinusitis was found in 
the left frontal sinus and in the ethmoid, with 


a somewhat more questionable lesion in the right 
frontal. 


Microscopically the feature of greatest inter- 
est is the bone marrow which showed a very 
marked degree of hyperplasia not only in the 
usual blood forming areas, that is the vertebrae, 
ribs and various flat bones, but also in the 


portions of the marrow usually composed only 
of fat tissue, for instance in the middle of the 
femur where the marrow was deep red in gross 
and microscopically the fat cells are replaced 


by active hematopoiesis. The excessive blood 
formation is not limited however to the red 
cell series as it would be in pernicious anemia 
for instance. Red cells, white cells and meg- 
akaryocytes seem to be present in normal pro- 
portions but in greatly inereased numbers. 
Moreover, the differentiation of all the cells 
seems to be going through to conclusion. One 
has no striking predominance of immature cells, 
such as one finds in either pernicious anemia or 
leukemia. The vessels of the marrow with ordi- 
nary stains show nothing abnormal. It is pos- 
sible that with special stains we might bring out 
some arterial thickening but I have not been 
able to demonstrate it in our ordinary sections. 


Dr. Houmes: This film was taken two months 
before. It is quite possible that the abscesses 
that you found were not present at the time. 

Dr. Mauutory: No, I think the abscesses de- 
veloped only in the last week or two. 

Dr. ArLIE V. Bock: I should like to ask Dr. 
Keefer to explain the electrocardiographie find- 
ings in view of your findings. 

Dr. Keerer: I am not able to do that. Have 
_you any explanation? 

Dr. Bock: No. I cannot explain any of 


The kidneys were definitely small, 


them. I think that very often they are too finely 
drawn. 

Dr. Keerer: The only reason I mentioned it 
is that in our experience within the last year or 
two the prediction of the location of a myo- 
cardial lesion from the type of electrocardi- 
ographic change has been rather accurate and 
I think it is a more than academic question. 
As you follow a series of patients who have cor- 
onary occlusion and show electrocardiographi¢c 
signs through the wards you find that a high 
proportion of those who do well for a long 
period of time have posterior infarctions where- 
as those who have anterior infarctions do very 
poorly. 


CASE 21332 
PRESENTATION OF CASE 


First Admission. A sixteen year old native 
schoolboy entered complaining of diarrhea. 

Approximately one year before admission he 
noticed the onset of more frequent bowel move- 
ments and a change from the normal character 
to that of a watery secretion. At this time there 
was no blood, mucus or tarry stools and no ab- 
dominal pain. Two months later because of the 
persistence of these symptoms he visited a physi- 
cian who gave him milk of bismuth and pepsin. 
This, however, gave no relief. He then began 
to lose his appetite, tire more easily and for 
the first time noticed that his skin was grad- 
ually becoming pale yellow in color. These 
symptoms gradually progressed until he was hav- 
ing six to eight bowel movements every day 
and about three months before entry he noticed 
for the first time a small quantity of dark red 
blood in each movement. He visited the Out- 
Patient Department five weeks before entry 
where his treatment consisted of bismuth 
powders, soft diet, liver soup, cod liver oil, to- 
mato juice and red bone marrow. During the 
month before admission his stools became slight- 
ly less watery and very often contained no blood. 
He felt that he had improved generally, had 
gained a little weight and had more ambition. 
He had not been confined to bed and had been 
attending school fairly regularly. His weight 
did not change. He recently had a little dyspnea 
on exertion but no other symptoms. 

His father and mother were both living and 
well. Two sisters were living and well. There 
was no familial history of tuberculosis or colitis. 

His past history was negative except for an 
attack of painful but not swollen joints two 
years before entry requiring bedrest for a 
week. 

Physical examination showed a well-developed 
and well-nourished boy. The skin and mucous 
membranes were pale. The teeth were normal. 
The lungs were clear. The heart was slightly 
enlarged to percussion and palpation. At the 
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apex there was a blowing systolic and a low 
pitehed rumbling diastolic murmur. The blood 
pressure was 130/70. 

The temperature was 99.6°, the pulse 120. The 
respirations were 25. 

Examination of the urine was negative. Ex- 
amination of the blood showed a red cell count 
of 4,800,000, with a hemoglobin of 50 per cent. 
The white cell count was 14,200, 73 per cent 
polymorphonuclears. There was marked 
achromia. Five stool examinations were nega- 
tive except for slight watery consistency. The 
guaiaes were negative for the first week. A 
Hinton test was negative. The serum protein 
was 6.5 per cent. A dysentery agglutination 
test was negative. Tuberculin tests up to 1:1000 
were negative. Gastric analysis showed a nor- 
mal amount of free acid. The guaiac was neg- 
ative. 

A barium enema showed complete lack of 
haustral markings. The rectum was not defi- 
nitely diminished in size. The cecum showed 
no spasm. There were no haustral markings and 
the size of the cecum was that of the descend- 
ing colon. The terminal ileum showed slight 
variation from normal. Examination of the 
chest was essentially negative. 

He did fairly well for the first week. He 
showed no evidence of blood in his stools. His 
temperature chart was flat. About ten days 
after admission his stools became more watery 
and showed definite blood. The guaiacs in his 
stools remained positive for the next two weeks, 
although he felt much better. Approximately 
one month after admission he was discharged im- 
proved. He was put on a low residue diet, 
given one yeast cake three times a day, one 
half a pound of domestic liver extract daily, and 
iron and bismuth subcarbonate p.r.n. 


Second Admission, six days later. 

When he was discharged he had been having 
only four to six stools daily. After he was 
home for two days he began to vomit and soon 
his diarrhea increased markedly, requiring 
bowel movements every one or two hours at 
night and about every three hours during the 
day. Associated with this diarrhea was cramp- 
like abdominal pain. He lost his appetite and 
felt very weak. 

Physical examination was the same as on his 
previous admission, except for slight tenderness 
over the course of the colon, especially in the 
left lower quadrant. 

The temperature was 100.3°, the pulse 103. 
The respirations were 20. 

Examination of his blood showed a red eell 
count of 7,450,000, with a hemoglobin of 95 per 
cent. The white cell count was 6,800, 64 per cent 
polymorphonuclears. The stools were watery, 
green brown in color and had a four plus 
guaiac. 

Two days after admission an ileostomy and 
appendectomy were performed. For the fol- 


lowing few days the chart was satisfactory and 
the ileostomy was working well. One week after 
operation he began to vomit a great deal and 
became slightly distended. The ileostomy was 
still draining. Aspiration of the stomach yield- 
ed sixty ounces of upper intestinal contents 
containing occult blood. The abdomen became 
more distended. He became irrational. His 
temperature rose to 107.5°, the pulse to 170 
and the respirations to 30. He died nine days 
after operation. 


DIFFERENTIAL DIAGNOSIS 


Dr. WituiaAM B. Breep: There is very little 
in the present illness in the way of a differen- 
tial diagnosis. It would seem that he was well 
on his way toward idiopathic ulcerative colitis. 
I think that tuberculous colitis in a child like 
this is not to be considered very seriously. Of 
course, one must consider the various parasites. 
I assume that later in the history we shall inves- 
tigate the question of parasites, also the ques- 
tion of tuberculin tests, ete. Probably x-rays of 
the chest and stool examinations follow down 
the diagnosis of tuberculosis and parasitic dis- 
ease, but offhand I should think that such ef- 
forts were fruitless. 

‘*His past history was negative except for an 
attack of painful but not swollen joints. . . .”’ 
That is of interest because of the question of 
possible rheumatic fever—merely as an inciden- 
tal process, however, because this story of colitis 
is not often associated with rheumatic fever in 
children. He may have had rheumatic fever. 
We should like to know what the examination 
of his heart was prior to his entry and whether 
any doctor had ever noted any evidence of 
rheumatic heart disease. There is some evi- 
dence here to indicate that this boy has rheu- 
matic heart disease and in view of the enlarge- 
ment of the heart I think it may turn out that 
he has. On the other hand, if he had only a 
severe degree of anemia we might get these 
findings through the stethoscope. He might 
have the systolic murmur of course; and one 
does rarely get a diastolic murmur in severe 
anemia which clears up with the improvement 
of the anemia. Our experience in the House of 
the Good Samaritan is that very many times we 
get a rumbling diastolic murmur during the 
acute stage of the disease, even in the presence 
of true rheumatic heart disease, and later on 
find that it disappears. Frequently in such a 
case no stenosis can be demonstrated at autopsy. 
So, in view of the enlargement I think we have 
to say he has mild rheumatic heart disease, but I 
am not prepared to say he will show stenosis 
of the mitral valve. We get very meek about 
this question of diastolic murmurs because we 
have been tripped up too many times in making 
the diagnosis of mitral stenosis on the basis of 
a diastolic murmur at the apex and finding later 
no real stenosis of the valve. 

He has hypochromic anemia, secondary in 
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type, with a rather surprisingly high red cell 
count. I should like to have that checked because 
one would rather expect with a hemoglobin of 50 
not quite such a high red count even though it is 
a hypochromie¢ anemia. 

Dr. BENJAMIN CAsTLEMAN: The hemoglobin 
was repeated a week later and was 60 per cent. 
Two weeks later the red cell count was 5,400,000, 
with a hemoglobin of 60 per cent. 

Dr. Breep: ‘‘Tuberculin tests up to 1:1000 
were negative.’’ That practically rules out tu- 
berculosis; 1:1000 is a strong dilution. 

It does not say anything about examination of 
the stools and culture for amebae. 

Dr. CASTLEMAN: They were done and were 
negative. 

Dr. Breep: I think this is a perfectly good 
picture for ulcerative colitis. 

Dr. CasTLEMAN: I might say, Dr. Breed, 
that x-ray examination of the heart showed no 
enlargement. 

Dr. Breep: And no mitral shape, I take it. 

Dr. CASTLEMAN: No. 

Dr. Breep: This diastolic murmur might be 
a red herring, also the question of enlargement. 
I am not sure he has rheumatic heart disease 
at all. 

Apparently, then, on the basis of how he was 
treated, the hospital diagnosis was ulcerative 
colitis. Of course, the hospital may be wrong. 

He came in again after six days. Something 
must have come up of an acute nature that sent 
him back into the hospital. 

I have not read the history but I imagine he 
got so much worse that they operated on him. 
That brings up the question of why they did 
not operate on him sooner. He was pretty well 
during his first stay. I think the one tempta- 
tion with these people is to let them go until 
they get in such poor condition they are bad 
risks. 

There is remarkably successful treatment of 
anemia here! His hemoglobin which was 50 
per cent is now up to 95 per cent, unless he was 
dehydrated. I think the smear would be of some 


value. 


Dr. CasTLEMAN: He was very ill and dehy- 
drated at the time. 

Dr. Breep: I do not see how that would 
make the red cells appear normal as quickly as 
this. One of these examinations must be faulty. 

Dr. CastLEMAN: A week before he left the 
hospital the red count was 5.4 and the hemoglo- 
bin 60. No smear is recorded. 

Dr. Breep: I see here that they did operate 
on him. 

Did they examine the heart at this admission? 

Dr. CasTLEMAN: The heart was normal in 
size. There was a blowing systolic murmur at 
the apex, transmitted to the axilla. 

Dr. Breep: Any diastolic murmur? 

Dr. CASTLEMAN: Ag» was equal to Ps. There 
was no diastolic murmur heard. 


Dr. Breep: I do not know whether we can 
find the exact cause of death. Intestinal ob- 
struction is not indicated. We know that the 
stomach contents showed upper intestinal fluid. 
He may have had ileus from toxemia. I think 
he just died from colitis and operation and I 
think it is futile to inquire into the exact and 
distinct cause of death. I should doubt if you 
find real intestinal obstruction. I am going to 
say that he did not have rheumatic heart dis- 
ease. I am assuming that he did not have 
amebic dysentery and that he died of ulcerative 
colitis. It is what one would expect in a young 
person because the younger they are the more 
severe they are as a rule. 

A PuysiciAn: Was a proctoscopic examina- 
tion done? 

Dr. Breep: There is no record of it. 

A Puysic1AN: How about the blood picture? 

Dr. Breep: I am assuming that he had a 
secondary anemia due to blood loss and tox- 
emia. 

A PuystciAn: Do you think it was primary 
blood disease? I am wondering how much de- 
pendence you can put on the record as to the 
blood picture. 

Dr. Breep: I am not willing to put very much 
on it. It contradicts itself. I am going to leave 
the blood picture out. I think he had second- 
ary anemia. I will take the first report rather 
than the second one. 

Of course, the outlook in a person of this age 
is very gloomy with or without operation and 
one cannot look back and say that if he had been 
operated on earlier he would have survived. But, 
as I said before, people often hesitate too long 
in operating on ulcerative colitis. Naturally, it 
is well to hesitate for a certain length of time 
to be sure of the diagnosis, because it is very 
disconcerting to operate by mistake on a case 
of amebie dysentery or the like. 


CLINICAL DIAGNOSES 


Uleerative colitis. 
Acute appendicitis. 
Intestinal obstruction. 


Dr. B. Breep’s DIAGNOSES 


Idiopathie ulcerative colitis. 
Hypochromie secondary anemia. 
Lleus? 


ANATOMIC DIAGNOSES 


Chronie ulcerative colitis. 

Peritonitis, generalized, acute. 

Appendiceal abscess, retroperitoneal, localized. 

Intestinal obstruction, ileum. 

Operative wounds: Ileostomy ; appendectomy ; 
jejunostomy. 

Hydronephrosis, right. 

Pulmonary congestion. 

Hydrothorax, left. 
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PaTHOLoGiIc Discussion 


Dr. CastLEMAN: He had no rheumatic heart 
disease. The heart was small and showed no 
valvular lesions. He was very pale and emaci- 
ated, and weighed only 85 pounds. On opening 
the abdominal cavity it was found filled with 
slightly turbid hemorrhagie fluid. The surfaces 
of the intestine were all covered with a fibrinous 
exudate. There was also a moderate degree of 
intestinal obstruction in the ileum, produced by 
a small kink due to adhesions of fibrinous bands. 
The colon throughout, beginning at the cecum 
and extending down to the anus, showed numer- 
ous uleerations and in between the ulcerations 
there were small areas of mucosa that appeared 
raised, the so-called pseudopolyps, but no true 
adenomatous polyps at all and no evidence of 
carcinoma. There were no perforations or 
fistulae. He had some congestion in his lungs 
and a little fluid in the pleural cavities but no 
evidence of pneumonia. The bone marrow was 
tremendously hyperplastic, a finding which 
would go well with the hypochromic anemia. 


Dr. Breep: What sort of peritonitis was it? 

Dr. CASTLEMAN: Bacillus coli. 

A Puysictan: How often do these ulcerative 
colitis eases perforate? As often as amebae? 

Dr. CasTLEMAN: There is a type of acute 
ulcerative colitis in which the symptoms are 
only of two or three weeks’ duration before 
death ensues. This type is much more prone to 
perforate than the chronic type with remissions. 
The chronic type on the other hand is more 
prone to develop strictures and polyps. The 
Mayo Clinic has recently reviewed 800 cases and 
found that 21% per cent of them developed adeno- 
carcinoma’. Ten per cent developed true adeno- 
matous polyps, not the pseudopolyps that you 
ordinarily see, true polyps. We have had only 
one case of carcinoma associated with chronic 
ulcerative colitis?. In this case there were mul- 
tiple carcinomata, a fact that suggests that the 
tumor arose on a previous irritative focus. 

A Puysician: How do you account for the 
systolic murmur? 


Dr. Breep: I think on the basis of anemia; 
even the diastolic murmur. 


A Paysician: His diastolic murmur disap- 
peared but the systolic did not. 

Dr. Breep: With nothing else to back up the 
diagnosis of heart disease a systolic murmur 
ean be thrown out. That is, with no enlarge- 
ment and no evidence of any heart disease other 
than the murmur you had better disregard it. 

I wonder what the joint pains were two years 
before. He might have had rheumatic fever. 
Some have rheumatic fever even at this age 
without heart disease, but very few, of course, 
escape without cardiae involvement. 

A Puysician: Would a proctosecopie examina- 
tion have cleared up this picture? If there was 
ulcerative colitis you should see the ulcers quite 
easily. 

Dr. Breep: They felt pretty certain that it 
was true ulcerative colitis and did not consider 
anything else after the negative tuberculin test. 
They did not consider amebie dysentery very 
seriously. Some people say they ean tell the 
difference between ulcerative colitis and amebic 
colitis by proctoscopic examination but it is 
very difficult in some eases. I know of two 
that were wrongly diagnosed by proctoscopy ; 
amebic dysentery was ealled ulcerative colitis. 

A Puysictan: Do you ever have diarrhea and 
constipation in idiopathic colitis? 

Dr. Breep: They have spontaneous remis- 
sions and during the remission they may be con- 
stipated. 

A Puysician: Supposing that he had not 
been secondarily infected, what would be the 
chances of cure? 

Dr. Breep: I think not very good because 
sometimes even with an ileostomy they will go 
on and have colitis. All you do is short eir- 
cuit the bowel stream from the colon and let 
it rest. They do not attempt to close the ileos- 
tomy any more. Do you know of any cases where 
the circuit has been reéstablished and a cure ob- 
tained, Dr. Castleman ? 

Dr. CastLEMAN: I do not think that there 
have been any in this hospital. 
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“CONTINUING MEDICAL EDUCATION”’ 


Unper this suggestive caption*, the Vice-Presi- 
dent in Charge of University Relations, Univer- 
sity of Michigan, describes Michigan’s Postgrad- 
uate Program for keeping practitioners up to 
date in their knowledge of the science and of 
the art of medicine. The problem is stated in 
a quotation from Osler: ‘‘The family doctor, 
the essential factor in the battle, should be care- 
fully nurtured by our schools and carefully 
guarded by the public.’’ The responsibility of 
the public is generally lost sight of, but the 
participation of the schools has always been re- 
garded as necessary. It is here that the teach- 
ers must chiefly be sought and found, but the 
form and degree of participation have varied in 
the numerous experiments made in many states. 
Osler was writing on the ‘‘ Educational Value of 
Medical Societies’’, and it is to the state society 
that the general practitioner must look for the 


*Continuing Medical Education: James D. Bruce, M.D. The 
American Scholar, Vol. 4. No. 2. Spring 1935. 


chief means for solution of the problem, with 
which he is by himself helpless to deal. 

All of these experiments in ‘‘continuing med- 
ical education’’ are worthy of close scrutiny and 
study, for the physician should be a student all 
his life, but among the growing group the Mich- 
igan experiment especially deserves attention. 
The details need not be specified now: naturally 
they might be different in Michigan with a state 
university from what would be appropriate in 
Massachusetts. 

The efforts of the Massachusetts Medical So- 
ciety have met with encouraging response, but 
the opportunities have been merely touched. The 
hands of those responsible for the rather mod- 
est program should be upheld, and they should 
be encouraged by suggestion and helpful criti- 
cism. 

The possible results of a wise program ¢ar- 
ried out over a period of years are very great. 
Already as Dr. Bruce says of Michigan: ‘‘There | 
has been a decided improvement in the morale 
of the medical profession of the state, and evi- 
dence of a helpful codperative attitude of one 
physician to another stimulated by the class 
room contacts. In addition there has developed 
a teaching talent in many well-informed practi- 
tioners and specialists which hitherto has not 
had opportunity to express itself. But possibly 
more important than all, the standards of social 
responsibility of the profession have gone for- 
ward, as well as those of medical practice, with 
the evidence of a renewed confidence on the part 
of the people.’’ 

If these results may reasonably be expected, 
the movement deserves the support of every 
member of the medical profession and especially 
of every member of the state society. 


INDUSTRIAL DISEASE REFEREES 


Unpver House Bill 2147, enacted recently, the 
text of which appears on page 333 of this issue, 
provision is made for the selection, by the 
Industrial Aecident Board, of impartial physi- 
cians who may examine a claimant for com- 
pensation, for ‘‘injury due to an industrial dis- 
ease’’, and ‘‘may cause to be made an inspec- 
tion of the place or places of employment’’. 

The selection of these referees is to be made 
from a list of registered physicians prepared 
by the Board of Registration in Medicine. 
Whether this list shall be the entire list of reg- 
istered practicing physicians, or a list of those 
considered suitable by the Registration Board 
does not appear. The last paragraph of the 
act provides for a revision of the list on the 
request of the Industrial Accident Board. 
Whether this in turn means a revision to delete 
those who no longer practice and include new 
registrants, also does not appear. The assump- 
tion that discretion lies with the registration 
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board may be the intention of the framers of 
the bill. If indicated, the reviewing board may 
refer the matter back to the referees for further 
diagnosis. 

One may see that the operation of the provi- 
sions of this act may be a reasonable resource 
for the injured workman, if the service rendered 
by the Industrial Accident Board, the Board 
of Registration, the Impartial Referees and the 
Reviewing Board is free from political influences. 

Under the operation of this act, if the injured 
workman, the doctors and the insurance com- 
panies all find that the results are satisfactory, 
it may prove to be a step in the right direction. 
The results of the operation of this act will be 
watched with interest. 


THE RESPONSIBILITY OF OWNERS OF 
DOGS 


Tue Massachusetts Department of Public 
Health is placing on owners of dogs the respon- 
sibility of a large proportion of the almost 
three hundred eases of rabies in this state dur- 
ing the past year. 

About one thousand persons who were bitten 
by or exposed to these dogs or bitten by stray 
dogs have had to take antirabic treatment. One 
untreated child bitten by a stray dog died of 
rabies. 

Rabies is on the increase, with the spread to 
several sections of the state from the metro- 
politan area. 

Here is a public health opportunity in which 
doctors may participate by telling the owners 
of dogs, among their patients, to have the ani- 
mals immunized. Veterinarians will give the 
required treatment. Rabies is one of the most 
horrible diseases, but fortunately is largely pre- 
ventable. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


Sweet, Ricuarp H. M.D. Harvard Univer- 
sity Medical School 1926. F.A.C.S. Assistant 
Surgeon, Massachusetts General Hospital, and 
Palmer Memorial Hospital, Boston. His sub- 
ject is ‘‘Volvulus of the Cecum. Acute and 
Chronie with Reports of Eight Cases.’’ Page 
287. Address: 205 Beacon Street, Boston. 


OverHoLt, Ricuarp H. A.B., M.D. Univer- 
sity of Nebraska College of Medicine 1926. 
F.A.C.S. Instructor in Surgery, University of 
Pennsylvania. Surgeon, Lahey Clinic, Boston, 
and in charge of Department of Thoracic Sur- 
gery. Thoracic Surgical Consultant to New 
England Deaconess Hospital, New England Bap- 
tist Hospital, Norfolk County Hospital, Bristol 
County Hospital, and New Hampshire State 
Sanatorium. Address: 605 Commonwealth 
Avenue, Boston. Associated with him is 


Doncuess, JosepH C. M.D. University of 
Pittsburgh School of Medicine 1932. Fellow in 
Surgery, Lahey Clinic. Address: 605 Com- 
monwealth Avenue, Boston, Mass. Their sub- 
ject is ‘‘Subphrenie Abscess.’’ Page 294. 


GarREY, WALTER E. B.S., M.D. Harvard Uni- 
versity Medical School 1931. Resident, East 
Surgical Service Section, Massachusetts General 
Hospital. Address: Massachusetts General 
Hospital, Boston. Associated with him is 

Coun, Roy B. A.B., M.D. Leland Stanford 
University School of Medicine 1932. House Of- 
ficer, East Surgical Service, Massachusetts Gen- 
eral Hospital. Formerly, Resident in’ Neuro- 
surgery, Massachusetts General Hospital. Ad- 
dress: Massachusetts General Hospital, Boston. 
Their subject is ‘‘The Use of Sodium Evipal as 
an Anesthetic for Short Surgical Procedures.”’ 
Page 301. 


L. F. A.B., M.D. Harvard Univer- 
sity Medical School 1901. Anesthetist, Lahey 
Clinic, and New England Baptist Hospital, Bos- 
ton. Consulting Anesthetist, New England Dea- 
coness Hospital, Boston. Address: 605 Com- 
monwealth Avenue, Boston. Associated with 
him are 

Wooppripgg, P. D. A.B., M.D. Harvard Uni- 
versity Medical School 1921. Anesthetist, Lahey 
Clinic, New England Deaconess Hospital and 
New England Baptist Hospital. Address: 605 
Commonwealth Avenue, Boston. And 

Eversote, U. H. A.B., M.D. University of 
Kansas School of Medicine 1932. Anesthetist, 
Lahey Clinic, New England Deaconess Hospital 
and New England Baptist Hospital, Boston. Ad- 
dress: 605 Commonwealth Avenue, Boston. 
Their subject is ‘‘Cyclopropane. A New and 
Valuable Gas Anesthetic.’’ Page 303. 


HoumeEs, W. M.D. Tufts College Med- 
ical School 1906. Roentgenologist, Massachu- 
setts General Hospital. Clinical Professor in 
Roentgenology, Harvard Medical School. Ad- 
dress: Massachusetts General Hospital, Bos- 
ton. Associated with him is 

Hunter, Francis T. A.B., M.A., M.D. Har- 
vard University Medical School 1924.  Assist- 
ant Physician, Massachusetts General Hospital. 
Address: Massachusetts General Hospital, Bos- 
ton. Their subject is ‘‘The Management of 
Roentgen Sickness.’’ Page 308. 


Kappius, V. B.Se., M.D. Harvard 
University Medical School 1924. Assistant in 
Obstetrics, Harvard Medical School. Assistant 
to Out-Patients, Boston Lying-In Hospital, Bos- 
ton, and Free Hospital for Women, Brookline. 
His subject is ‘‘Vorhees Bag in the Treatment 
of Placenta Previa.’’ Page 310. Address: 475 
Commonwealth Avenue, Boston. 


Fircuet, Sera M. A.B., M.D. Harvard Uni- 
versity Medica] School 1921. B.P.H., F.A.C.S. 
Visiting Surgeon, Orthopedic Department, Chil- 
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dren’s Hospital. Assistant in Surgery, Massa- 
chusetts General Hospital. Associate Surgeon, 
New England Baptist Hospital. Consulting Sur- 
geon, Josiah B. Thomas Hospital, Peabody, and 
Massachusetts Eye and Ear Infirmary. Assist- 
ant in Orthopedie Courses for Graduates, Har- 
yard Medical School. His subject is ‘‘ Fracture 
of the Epiphysis of the Lesser Trochanter of the 
Femur.’’ Page 313. Address: 319 Longwood 
Avenue, Boston. 


Van Erten, N. B. M.D. Bellevue Hospital 
Medical College 1890. F.A.C.P. Speaker, House 
of Delegates of the American Medical Associa- 
tion. Trustee of the Medical Society of the 
State of New York. President and Medical Di- 
rector of the Morrisania City Hospital. Chair- 
man of the Medical Board of the Union Hos- 
pital of The Bronx. His subject is ‘‘ Medical 
Economies.’’ Page 315. Address: 300 East 
Tremont Avenue, New York, N. Y. 


MASSACHUSETTS LEGISLATIVE 
NOTE 


House 2147, as enacted 

AN ACT providing for the reference of certain 
cases under the Workmen’s Compensation Act to in- 
dustrial disease referees. 

Chapter one hundred and fifty-two of the General 
Laws is hereby amended by inserting after section 
rine A, as appearing in the Tercentenary Edition, 
the following new section:— 

Section 9 B. The board of registration in medi- 
cine shall as soon as this section takes effect, pre- 
pare and transmit to the department a list of regis- 
tered physicians. In the event of any employee, 
or in case of his death his legal representative or 
dependents, making a claim for compensation al- 
leging that his injury is due to an industrial dis- 
ease, the industrial accident board shall submit the 
claim to three physicians selected by it from said 
list, who shall be impartial. Such three physicians 
shall be known as industrial disease referees. They 
may make such examinations of the employee and 
cause to be made such inspections of the place or 
places of employment as they deem necessary, and 
shall report their diagnosis to the department. The 
insurer shall reimburse the department for the fees 
and other expenses of such referees, subject to the 
approval of the industrial accident board. The diag- 
nosis shall be made by a majority vote of the 
referees, and shall be included in the decision of the 
single member and in the decision of the reviewing 
board, and such diagnosis shall be binding on the 
parties. The reviewing board, if a claim for review 
is filed, may refer the matter back to the industrial 
disease referees for further diagnosis. The board 
of registration in medicine from time to time 
may, and on request of the industrial accident board 
shall, revise the list of physicians from which indus- 
trial referees may be appointed, and shall notify the 
department of such revision. 


MISCELLANY 


APPOINTMENTS AT THE BOSTON UNIVERSITY 
SCHOOL OF MEDICINE 

School of medicine promotions—Leroy M. S. Miner, 
M.D., D.M.D., dean of Harvard dental school, profes- 
sor of stomatology; Edwin W. Smith, M.D., profes- 
sor of obstetrics; Burnham S. Walker, Ph.D., M.D., 
professor of biochemistry; C. Wesley Sewall, M.D., 
associate professor of obstetrics; Frederick F. Yonk- 
man, Ph.D., associate professor of pharmacology; 
William C. Boyd, Ph.D., assistant professor of bio- 
chemistry; John C. V. Fisher, M.D., assistant profes- 
sor of obstetrics; Kenneth Christophe, M.D., instruc- 
tor in orthopedic and fracture surgery; Ensio K. F. 
Ronka, M.D., instructor in anatomy; Albert J. Plum: 
mer, Ph.D., instructor in pharmacology; Frank Bar- 
ton, M.D., instructor in clinical surgery. 

The following appointments were made to the 
medical school faculty: Richard H. Norton, D.M.D., 
assistant professor of stomatology; Phillips Boyd, 
M.D., assistant in anatomy; Welman B. Christie, 
M.D., assistant in surgery; L. Curtis Foye, M.D., as- 
sistant in pediatrics; Thomas R. Mansfield, M.D., as- 
sistant in surgery; Anthony Macaluso, M.D., assist- 
ant in ophthalmology; Barnett H. Rosenfield, M.D., 
assistant in gynecology; Carl E. Trapp, M.D., assist- 
ant in neurology. 


DR. McKHANN VISITS CHINA 
Dr. Charles F. McKhann, Assistant Professor of 
Pediatrics at the Harvard Medical School, has gone 
to China where he will be Visiting Professor of Pedi- 
atrics at the Peiping Union Medical College during 
the first half of the school year 1935 and 1936. He 
will return to Boston early in March, 1936. 


CORRESPONDENCE 


THE CHANGING ORDER IN MEDICAL CONVEN- 
TIONS OR A SUGGESTION FOR THE PRO- 
GRAMS OF MEDICAL CONVENTIONS 


Editor, New England Journal of Medicine, 


The increasing value of the Scientific Exhibit at 
the conventions of the American Medical Associa- 
tion has impressed itself upon the attention of every 
visitor. Two features of the Exhibits in recent years 
have been prominent: 

(1) The demonstration of new methods in diagno- 
sis and treatment. 

(2) The extension of knowledge of modern meth- 
ods and medical concepts through the personal energy 
and enthusiasm of individual exhibitors. 

The program at large medical conventions has be- 
come so extensive and diversified that greater corre- 
lation of the didactic portions with the exhibits seems 
necessary. The didactic papers given in various sec- 
tions would gain tremendously in interest and effec- 
tiveness if accompanied in some way by active dem- 
onstration of some phase of the subject. The use of 
moving pictures of slides, which can be stopped at 
any point for elaboration of some point or the answer: 


334 EDITORIAL DEPARTMENT 


N. E. J. OF M. 
AUG. 15, 1935 


ing of questions is impossible in a general session but 
easily done in an exhibit booth. (A special exhibit’ 
at the Atlantic City meeting of the A. M. A. had 
eleven booths with personal demonstrators in each 
in addition to a lecture room seating sixty-five in 
which twenty-minute talks were given three times 
an hour from 9 A.M. till 5 P.M.) 

It is suggested that chairmen of various sections 
could coéperate with the Scientific Exhibit by plan- 
ning a few papers on their programs which would be 
accompanied by exhibits in the Scientific Section 
where demonstrations could be given throughout the 
convention. This plan would be of special value 
when a seminar consisting of several papers on one 
general topic was to be given. Thus, pneumonia, ane- 
mia, tuberculosis afford opportunities for demonstra- 
tions of clinical laboratory methods in diagnosis, bac- 
teriologic technique, epidemiologic studies and es- 
pecially of therapeutic procedures. 

Yours truly, 
H. F. Root, M.D. 

81 Bay State Road, 

Boston, Mass. 


ARTICLES ACCEPTED BY THE AMERICAN MED- 
ICAL ASSOCIATION COUNCIL ON PHARMACY 
AND CHEMISTRY 


535 North Dearborn Street, Chicago, IIl., 
July 31, 1935. 
Managing Editor, The New England Journal of Medi- 
cine, 

In addition to the articles enumerated in our let- 
ter of July 3 the following have been accepted: 
Arzol Chemical Company 

Mercurochrome Applicators 
Sharp & Dohme 
Ampules Sodium Cacodylate-Mulford, 2 grains, 
U. S. Standard Products Company 
Ampul Solution Sodium Cacodylate 0.2 Gm. (3 
grains), 1 cc. 
Ampul Solution Sodium Cacodylate 0.32 Gm. (5 
grains), 1 cc. 
Ampul Solution Sodium Cacodylate 0.45 Gm. (7 
grains), 1 cc. 
Ampul Solution Sodium Cacodylate 0.2 Gm. (3 
grains), 5 cc. 
Ampul Solution Sodium Cacodylate 0.32 Gm. (5 
grains), 5 cc. 
Ampul Solution Sodium Cacodylate 0.45 Gm. (7 
grains), 5 cc. ‘ 


The following articles have been accepted for in- 
clusion in the List of Articles and Brands Accepted 
by the Council But Not Described in N.N.R. (New 
and Nonofificial Remedies, 1935, p. 445): 

U. S. Standard Products Co. 
Physiological Solution of Sodium Chloride— 
U.S.P., 50 cc. bottle 


Physiological Solution of Sodium Chloride— 
U.S.P., 100 cc. bottle 
Yours sincerely, 


PauL NicHoLas LEECH, Secretary, 
Council on Pharmacy and Chemistry. 


RECENT DEATHS 


BACON—Jonas Epwarp Bacon, M.D., of 92 Tilton 
Avenue, Brockton, Massachusetts, died July 31, 1935. 
Dr. Bacon was born in Woburn in 1853, and after 
graduating from Harvard College in 1875 and from 
the Harvard Medical School in 1878, settled in 
Brockton where he was soon chosen as town physi- 
cian. Later, after Brockton had become a city, he 
served as City Physician through three or more 
terms. At one time he served on the Board of 
Health where he won recognition as an efficient 
executive. He was influential in the development 
of the City Hospital and in other civic enterprises. 
During the World War he served on the Exemption 
Board. 

He was a Fellow of the Massachusetts Medical 
Society and the American Medical Association and 
was affiliated with the Masonic Order. 


WIGHT — FREEMAN CLARK WIGHT, M.D., of Millis, 
Massachusetts, died suddenly in Boston, August 4, 
1935. He was born in 1872, the son of Freeman 


‘|} Wight and Pernella E. Wight of Boston. 


He graduated from the Tufts College Medical 
School in 1921, studied abroad, and joined the 
Massachusetts Medical Society in 1922. 

Dr. Wight is survived by his widow, Mattie S. 
Wight, and a brother, Robert F. Wight, living in 
Brookline. 


LARRABEE—Frank WALTON LarraBeg, M.D., of 
556 Cambridge Street, Allston, Massachusetts, died 
at his home August 8, 1935, after an extended illness. 

Dr. Larrabee was born at Macon, Missouri, in 1870 
and moved with his parents to Auburn, Maine, six 
years later. After graduating from the public schools 
of Auburn, he entered Boston College, graduating 
four years later and from the Dartmouth Medical 
School in 1897. His early practice was conducted in 
Auburn, Maine, Block Island, R. I, and Warren, 
Maine, before settling in Allston. He took post- 
graduate courses at Johns Hopkins and Harvard 
Medical Schools. 

He was commended by the U. S. Volunteer Life 
Savings Corps for heroic work at the time of the 
disaster to the Larchmont off Block Island. He was 
affiliated with the Masonic and Odd Fellows organ- 
izations. 

His widow, Mrs. Ila (Smith) Larrabee, one sister 
and a brother, survive him. 


HALE—WILLIs Le Baron Hate, M.D., of North 
Attleboro, Massachusetts, died suddenly August 11, 
1935. He was born in 1876 and graduated in med- 
icine from the Jefferson Medical College in 1901. He 
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settled in Attleboro in 1910 and practiced there until 
his death, with the exception of war service. He 
had served as school physician and physical di- 
rector of high school athletic activities. 


NOTICES 


REMOVAL 


M. L. Krarr, M.D., announces the removal of his 
office to 98 Washington Avenue, Chelsea, Mass. 


A VACANCY FOR A PHYSICIAN 
An opening for a country practice exists in Massa- 
chusetts. Call at the office of the New England 
Journal of Medicine. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


The United States Civil Service Commission has 
announced open competitive examinations as follows: 


Public Health Specialists 


Applications for a number of specialist positions 
in the U. S. Public Health Service, Treasury Depart- 
ment, must be on file with the U. S. Civil Service 
Commission, Washington, D. C., not later than Sep- 
tember 9, 1935. These positions include several grades 
ef bacteriologist, cytologist, epidemiologist, and my- 
cologist (medical) positions, and the position of sen- 
ior pathologist (medical). 


Area Medical Director, $5,600 a Year 
Indian Service, Department of the Interior 

Applications must be on file with the United 
States Civil Service Commission at Washington, 
D. C., not later than August 26, 1935. 

The United States Civil Service Commission an- 
nounces an open competitive examination for the 
position named above. Vacancies in this position 
and in positions requiring similar qualifications will 
be filled from this examination, unless it is found 
in the interest of the service to fill any vacancy by 
reinstatement, transfer, or promotion. The salary 
named above is subject to a deduction of 3% per 
cent toward a retirement annuity, and to a further 
deduction of $400 for Government quarters when 
furnished. 


REPORT AND NOTICE 
OF MEETINGS 


THE SOUTHEASTERN MASSACHUSETTS 
ASSOCIATION OF BOARDS OF HEALTH 


The Southeastern Massachusetts Association of 
Boards of Health held its annual meeting in the 
Town Hall at Marion on Wednesday, July 31, some 
sixty persons being in attendance. After a busi- 


ness meeting, which included the reading of re- 
ports of the secretary and treasurer, the election 
of officers was in order, resulting in the following 
list for the coming year: 

President, Dr. T. L. Swift, Falmouth; Vice-Presi- 
dents, Dr. G. E. Ward, Orleans, and Joseph Christy, 
Dartmouth; Secretary-Treasurer, George F. Crocker, 
Marston’s Mills; Executive Committee, Dr. R. P. 
MackKnight, New Bedford, Dr. W. O. Hewitt, Attle- 
boro and W. F. Delano, Fairhaven. 

In a brief address of greetings, Walter K. Perry 
of the Marion committee, sketched the admirable 
work in health and public sanitation effected by 
the town. Some forty years ago an improvement 
association was formed, the first work of which was 
a campaign against the fly, which included the 
screening of cellars and proper care of manure 
heaps. Next, work was toward the elimination of 
the mosquito. In this, more than $45,000 has been 
expended, and the territory covered includes breed- 
ing places in neighboring towns. Marion has ex- 
pended $165,000 for a sewer system, the sewage 
being pumped to a basin far removed from’ the 
shore, and there treated, so that there is no pol- 
lution of coastal waters. The water system, which 
has a longer mileage than the streets, since it 
supplies cottages at the shore, cost about $300,000. 
Even with these costs the town indebtedness today 
is only $100,000. There are two full-time nurses 
serving the town. 


The speaker for the occasion was Hermann C. 
Lythgoe, S. B., Director of the Division of Food 
and Drugs, Massachusetts Department of Public 
Health, who presented the important points of recent 
legislation affecting the sale of mixtures containing 
alcohol, of narcotics, the licensing of the manu- 
facture and sale of soft drinks, and the inspection 
by the local health officers of dairies furnishing 
milk to towns. 


Following the formal meeting the company ad- 
journed to the Old Stone House, where a col- 
lation was served. 


MIDDLESEX SOUTH DISTRICT 
MEDICAL SOCIETY 


The Mid-Summer meeting will be held Wednes- 
day, August 21, 1935. The undersigned will act as 
host. Among the attractions are the following: 
An opportunity for an afternoon in Bedford. Any 
“New Dealers” will be very welcome regardless of 
their rash ideas but can expect to have some in- 
jections of horse and dog sense and scents. 


My unpretentious ranch has been in existence 
since 1695 and is located on the North Road in 
Bedford about one mile beyond the centre of the 
village, and four miles north of Lexington. 


There is an opportunity for any number to swim 
in the pool, and for a limited number to ride 
horseback through the woods. They should come 
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prepared for riding and let the undersigned know 
their intentions so that plans can be made for 
suitable mounts. There is unrivaled opportunity for 
hiking through the primeval woods. There is a 
suitable field for ball games and an opportunity 
for quoits and archery. 

Arrangements can be made for any number to 
play golf at the Paul Revere Golf Club which is 
but a short distance from the Farm. It is quite 
essential to notify the undersigned in advance as 
to the number who would care to spend the 
afternoon golfing. 

There will be a clambake on one of the hills at 
about 12:30 or 1 o’clock. 


When arriving in Bedford you continue north on 
Route No. 4, the main road going toward the 
mountains, for about one mile. When coming from 
the south or east of Lexington, you turn to the 
right at the Battle Green on Bedford Street and 
continue straight to the centre of Bedford. If com- 
ing from the northeast, you follow Route 62 directly 
to Bedford Centre. If coming from the north or 
west vou can follow Route No. 4 from Chelmsford 
Centre directly to the Farm or Route No. 2 or No. 
2A to Concord and then No. 62 to Bedford. 

If Wednesday, August 21 should prove to be rainy 
or unpleasant, the meeting will be postponed until 
the following Wednesday. 

In order that the necessary provisions may be 
made, please notify the undersigned promptly. 

G. V. BUEHLER. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OCF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, AUGUST 19, 1935 
Wednesday, August 21— 
412 M. Clinico-Pathological Conference. 
Hospital. 
Saturday, August 24— 
ade ‘a rounds at the Peter Bent Brigham Hos- 
pital. 


Children’s 


*Open to the medical profession. . : 
+Open to Fellows of the Massachusetts Medical Society. 


August 29 - September 5—Latin American Congress of 
Physical Therapy, X-Ray and Radium. For information 
address Dr. Madge C. L. McGuiness, 1211 Madison Avenue, 
New York City. 

September 5, 6, 7—American Congress of Physical 
Therapy will meet at the Hotel Kansas Citian, Kansas 
City, Missouri. Program and circular of information 
may be secured by addressing: American Congress of 
Physical Therapy, 30 North Michigan Avenue, Chicago, 
Hlinois. 

September 17, 18, 19—Eleventh Clinical Congress of the 
Connecticut State Medical Society. For details address 
oes Creighton Barker, 129 Whitney Avenue, New Haver 

onn. 

October 7-10—American Public Health Association will 
meet in Milwaukee, Wisconsin. For information address 
the American Public Health Association, 50 West 50th 
Street, New York City. 

October 21- November 2—1935 Graduate Fortnight of 
the New York Academy of Medicine. See page 898, issue 
of May 9. 

October 28- November 1—The Twenty-Fifth Clinical 
Congress of the American College of Surgeons. See page 
1065, issue of May 30. 


DISTRICT MEDICAL SOCIETY 
MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 
August 21—See page 335. 


BOOKS RECEIVED FOR REVIEW 


A Textbook of Clinical Neurology with an Introduc- 
tion to the History of Neurology. Third Edition. Re- 
set. Israel S. Wechsler. 826 pp. Philadelphia and 
London: W.B. Saunders Company. Cioth, $7.00 net, 


Lactobacillus Acidophilus and its Therapeutic Ap- 


plication. Leo F. Rettger, Maurice N. Levy, Louis 
Weinstein and James E. Weiss. 203 pp. New 
Haven: Yale University Press. $2.50. 


Diet and Physical Efficiency. The influence of fre- 
quency of meals upon physical efficiency and industri- 
al productivity. Howard W. Haggard and Leon A. 
areenberg. 180 pp. New Haven: Yale University 
Press. $3.00. 

Methods and Materials of Health Education. Jesse 
Feiring Williams and Fannie B. Shaw. 331 pp. New 


York: Thomas Nelson & Sons. 

National Medical Monographs. Abnormal Arterial 
Tension. Edward J. Stieglitz. Edited by Morris 
Fishbein. 261 pp. New York: National Medical 


Book Company, Ine. $4.00. 

The Spleen and Resistance. 
sie Marmorston. 170 pp. Baltimore: 
& Wilkins Company. $2.00. 

Six Conférences de Physiologie. Léon Binet. 73 
pp. Paris: Masson et Cie. 12 fr. Lecons de Physio- 
logie Medico-Chirurgicale. Léon Binet. 244 pp. Par- 
is: Masson et Cie. 40 fr. 

Docteur Carlos J. Finlay. 
Decouverte 1881. Francisco Dominguez. 
Paris: Librairie Louis Arnette. 

Bernardo de Galvez in Louisiana. 1776-1783. John 
Walton Caughey. 290 pp. California: University of 
California Press. 

Thermal Processes for Canned Marine Products. 
G. W. Lang. 182 pp. California: University of Cali- 
fornia Press. 


David Perla and Jes- 
The Williams 


Son Centenaire 1933. Sa 
302 pp. 


Traitement des Fractures et Luxations des 
Membres. Jacques Leveuf, Charles Girode et Raoul- 
Charles Monod. 447 pp. Paris: Masson et Cie. 50 fr. 

National Medical Monographs. The Management 
of Colitis. J. Arnold Bargen. 234 pp. New York: 
National Medical Book Company, Inc. 

National Medical Monographs. Diseases of the 
Chest. J. Arthur Myers. 285 pp. New York: Na- 
tional Medical Book Company, Inc. 

National Medical Monographs. Obstetrics for the 
General Practitioner. J. P. Greenhill. 304 pp. New 
York: National Medical Book Company, Inc. 

Lilly Research Laboratories, Dedication. Indianap- 
olis: Eli Lilly & Company. 

Midwifery. By ten teachers under the direction of 
Clifford White. Edited by Comyns Berkeley, J. S. 
Fairbairn and Clifford White. Fifth Edition. 740 pp. 
New York: William Wood & Company. $6.00. 

The Medicine-Man of the American Indian and His 
Cultural Background. William Thomas Corlett. 369 
pp. Springfield and Baltimore: Charles C Thomas. 
$5.00. 
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A Bibliography of Two Oxford Physiologists, Rich- 
ard Lower 1631-1691, John Mayow 1643-1679. John F. 
Fulton. 62 pp. New Haven: Yale University Press. 

Traité de Thérapeutique. A. Theohari. Tomes I 
et II. 1307 pp. Paris: Masson et Cie. 125 fr. 

New and Supplementary Facts and Figures about 
Tuberculosis. Jessamine S. Whitney. 46 pp. New 
york: National Tuberculosis Association. $.50. 

The Doctor and the Public. <A study of the soci- 
ology, economics, ethics, and philosophy of medicine, 
based on medical history. James Peter Warbasse. 
572 pp. New York: Paul B. Hoeber, Inc. 

A Synopsis of Regional Anatomy. T. B. Johnston. 


Third Edition. 460 pp. Philadelphia: Lea & Febi- 
ger. $4.50. 
National Medical Monographs. Commoner Dis- 


eases of the Skin. S. William Becker. 283 pp. New 
York: National Medical Book Company, Inc. 

National Medical Monographs. Industrial Medi- 
cine. W. Irving Clark and Philip Drinker. 262 pp. 
New York: National Medical Book Company, Inc. 

Gynecological and Obstetrical Tuberculosis. Edwin 
M. Jameson. 256 pp. Philadelphia: Lea & Febiger. 
$3.50. 

A Record Book for Tuberculosis Patients. Law- 
rason Brown. New York: National Tuberculosis As- 
sociation. $.15. 

The Theory and Practice of Anaesthesia. 
Nosworthy. 223 pp. London: 
12/6 net. 

The Medical Man and the Witch During the Renais- 
sance. Gregory Zilboorg. 215 pp. Baltimore: The 
Johns Hopkins Press. $2.50. 

Living Along With Heart Disease. Louis Levin. 
126 pp. New York: The Macmillan Company. $1.50. 

Annual Reprint of the Reports of the Council on 
Pharmacy and Chemistry of the American Medical 
Association for 1934, with the comments that have ap- 
peared in the Journal. 135 pp. Chicago: American 
Medical Association. 

New and Nonofficial Remedies, 1935. Containing 
descriptions of the articles which stand accepted by 
the Council on Pharmacy and Chemistry of the Amer- 
ican Medical Association on January 1, 1935. 510 pp. 
Chicago: American Medical Association. 

Diet Control. A system of eleven hundred diets for 
the prescription of diabetic, anti-obesity and meas- 
ured diets in general. George E. Anderson and Paul 
C. Eschweiler. New York City: Gallo & Ackerman, 
Inc. 

Arthritis and Rheumatoid Conditions. 
and treatment. Ralph Pemberton. Second Edition. 
455 pp. Philadelphia: Lea & Febiger. $5.50. 

Oxford Medical Publications. Gastritis and its Con- 
sequences. Knud Faber. 119 pp. London: Oxford 
University Press. $3.00. 

1000 Questions and Answers on T. B. Edited by 
Fred H. Heise. 232 pp. New York City: National 
Tuberculosis Association. 

Consultations de Cardiologie. 
227 pp. Paris: Masson et Cie. 


M. D. 
Hutchinson Scientific. 


Their nature 


George Marchal. 
25 fr. 


Les Acquisitions Nouvelles de L’Endocrinologie. 
R. Rivoire. 305 pp. Paris: 


Masson et Cie. 36 fr. 


The American Illustrated Medical Dictionary. <A 
complete dictionary of the terms used in medicine, 
surgery, dentistry, pharmacy, chemistry, nursing, vet- 
erinary science, biology, medical biography, etc., with 
the pronunciation, derivation and definition. W. A. 
Newman Dorland. Seventeenth Edition. 1573 pp. 
Philadelphia and London: W. B. Saunders Company. 
$7.00. 


BOOK REVIEWS 


Diseases of the Skin. Richard L. Sutton and Richard 
L. Sutton, Jr. Ninth edition. 1433 pp. St. Louis: 
The C. V. Mosby Company. $12.50. 


This standard textbook of dermatology has been 
thoroughly revised and brought up to date. In this 
edition the senior Dr. Sutton has included his son 
as co-author, although the latter has collaborated 
with him in previous editions. The literature since 
the last edition has been completely covered and 
twenty-eight new dermatological conditions have 
been included in this edition. The 1310 illustrations 
cover the specialty extremely well and aid greatly 
in diagnosis. It is one of the best pictorial ex- 
hibits in any textbook on cutaneous diseases. In- 
cluded also are many photomicrographs, well chosen 
and excellent in quality. 

The section on syphilis has been revised and 
expanded to eighty-seven pages. The text is lim- 
ited by the large number of excellent photographs 
and there is an excellent bibliography. 

In general there are many references to all con- 
ditions for the student seeking further informa- 
tion. Individual methods of treatment are stressed, 
although reference is made to other therapeutic 
methods. This book can be recommended to student 
and practitioner alike as a thoroughly excellent 
source of information on cutaneous disease. 


Maladies Infectieuses. A. Lemierre. 
Masson et Cie. 60 fr. 


This book which strikingly reminds one of The 
Clinics of North America, is an excellent presenta- 
tion of a wide variety of disorders of infectious ori- 
gin. Since the work is essentially of a monographic 
nature, the diseases discussed are those usually not 
treated at any great length in the usual text on in- 
fectious diseases. For example, instances of benign 
tetanus, undulant fever, acute infectious nephritis, 
typhus, the various forms of meningitis and amebic 
abscess are among those described and discussed. 
Each case is taken up at length and its salient fea- 
tures presented in such fashion that there should be 
no question as to the possibility of its retention. Al- 
though exception may perhaps be taken to the title, 
“diphtheritic nephritis”, heading the chapter dealing 
with this particular complication of diphtheria, this 
minor point should be disregarded in evaluating the 
work as a whole. It is recommended not only to 
physicians and students especially interested in the 
infectious diseases but to the general practitioner 
as well. 


406 pp. Paris: 


—— 
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Sedgwick’s Principles of Sanitary Science and 
Public Health. Rewritten and enlarged by Sam- 
uel C. Prescott and Murray P. Horwood. 654 pp. 
New York: The Macmillan Company. $4.25. 


A generation ago and more Professor Sedgwick 
of the Massachusetts Institute of Technology was 
an inspiring force in awakening the public to a real- 
ization of the economic importance of the prevention 
of disease. His influence was chiefly due to his at- 
tractive and persuasive personality, but to some ex- 
tent also to his book published in 1901, The Prin- 
ciples of Sanitary Science and Public Health. 


This book long since out of date and undepend- 
able, Professors Prescott and Horwood have under- 
taken to rewrite to serve primarily as a textbook 
for “students in science or engineering interested in 
sanitary science and public health,” preserving Pro- 
fessor Sedgwick’s form of presentation and chang- 
ing the substance as has appeared necessary to 
them in the light of better knowledge and wider 
practical experience. 

The present edition has 600 pages. The subjects 
treated are presented in twenty-eight chapters, be- 
ginning with a consideration of “Health, Old Age 
and Disease,” the Etiology or Causes of Disease. 
“Ancient and Modern Theories,” “The Rise and 
Influence of Bacteriology,” and “Sanitary Aspects of 
the Struggle for Existence; Factors Affecting Sur- 
vival,” and ending with a chapter on “Organization 
for Public Health Administration in the United 
States.” 

Among the other chapter headings are “Refuse 
Collection and Disposal,” “The Protection and Puri- 
fication of Public Water Supplies,” “Milk Supplies 
and the Public Health.” 

Where the phenomena of life are considered as 
in the introductory chapters and that relating to 
“Nutrition on the Public Health,’ a professorial 
physician who has been bedeviled by a clinical ex- 
perience with the biological vagaries and assimila- 
tive idiosyncrasies of real human beings will find 
that the authors have made biological premises too 
simple in order to make their conclusions more posi- 
tive, but on the whole the book is not so dogmatic 
as those usually written by professorial teachers for 
the instruction of students. 

The book contains a large amount of practical 
information and presents effectively and without 
prejudice apparently inconsistent correlated obser- 
vations. For these reasons the omission now and 
then in subjects treated of facts of eminently prac- 
tical importance become all the more noticeable. 
Failure to mention the presence of grease as an Ob- 
stacle to the practical utilization of raw sewage as 
a fertilizer and to refer to the effect of refrigeration 
on trichina and tape worm cysts may be cited as 
two instances. 

An example of the authors’ way of summing up 
essentials is the following: 

“For among all the vehicles of disease there is 
perhaps none more potentially dangerous to man 
than infected milk.” The chapters on “Air in Re- 


lation to Health and Comfort,” on “The Relationship 
of Housing to Health,” and on “Public Health <As- 
pects of Tuberculosis” are to be commended as a 
refreshingly sensible appraisal of present knowledge 
regarding these subjects. 

Doubtless the information contained in the book 
might have been condensed into fewer pages, but its 
verbosity is of the kind which makes it entertain- 
ing reading. 


Mouth Infection. Clinical histories. Oliver T. Os- 
borne. 119 pp. New Haven: The Printing-Office 
of the Yale University Press. $2.00. 


Dr. Osborne’s book of 120 pages is divided into 
three parts. The first part deals with infections of 
the teeth and gums; the second, with tonsil infec- 
tion; and the third, with Vincent’s infection, the 
tongue, adenoids, growths and the toothbrush. 

In the first part, the author gives a brief clinical 
story of mouth infection in which he deplores the 
indifference of most physicians to this phase of the 
practice of medicine. He classifies the physical dis- 
turbances arising from mouth infection into seven 
groups, among which are included heart, arthritic 
and eye conditions. A series of clinical histories 
are given in a condensed form, usually of only three 
or four lines. 

The same procedure obtains with respect to Part 
Two, on tonsil infection. The subjects of Part 
Three are given quite cursory treatment. 

As an outline of the general subject, this book 
may serve a useful purpose. Those seeking only 
an introduction to the study of the various factors 
associated with mouth infections, or those who want 
suggested to them clues to be followed up, will 
find material in this volume which may intrigue 
them and perhaps stimulate them to explore fur- 
ther into the subject. 

The utmost condensation of the subject matter 
could only result in these restrictions to the book’s 
usefulness. 


Alcohol and Anaesthesia. W. Burridge. 65 pp. Lon- 
don: Williams & Norgate Ltd. 2/6. 


“Alcohol and Anaesthesia” is a monograph embody- 
ing the ideas of the author as to the mechanism by 
which alcohol affects tissues and that by which anes- 
thesia is produced. Burridge employs the new princi- 
ples that central neurones are rhythmically active 
structures which possess two sources of potential for 
their energy manifestations, and that the physiologi- 
cal basis of an idea is a group of nerve cells rhythmi- 
cally active in unison. He argues that we are wrong 
in stating that alcohol is either a stimulant or a de- 
pressant, and deduces from experiments that it is 
both at the same time. 

We find his argument difficult to follow and his re- 
corded experiment lacking in definite data. With his 
conclusions that some people may use alcohol with 
benefit while others ought never to use it at all, there 
would seem to be small ground for disagreement. 
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